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Abstract
Anderson, Mollie Blair. Ph.D. The University of Memphis. August, 2016. The Condom
Carnival: Assessment of a novel group intervention aimed to decrease sexual risk and increase
condom use among college students. Idia B. Thurston, Ph.D.
College students frequently report not using condoms, placing them at risk for unplanned
pregnancy and sexually transmitted infections, including HIV. This study aimed to investigate
the preliminary efficacy, acceptability, and feasibility of The Condom Carnival, a novel, brief,
interactive, culturally-tailored, and peer-led sexual risk reduction group intervention for college
students. A longitudinal, randomized controlled trial was utilized to compare the efficacy of the
Condom Carnival to an education-only control condition (HIV/STI 101) and a treatment control
condition (VOICES/VOCES, a CDC effective behavioral intervention). To encourage college
students to increase their condom use and lower their sexual risk, the Condom Carnival has three
specific aims: 1) address knowledge deficits in sexual health information, 2) improve condomrelated self-efficacy, and 3) increase awareness of risky sexual behaviors. Due to the interactive,
skills-based, and peer-led nature of the Condom Carnival, we hypothesized that participants
would report greater efficacy and acceptability of the Condom Carnival compared to the other
interventions. Undergraduate and graduate students were trained as Condom Carnival peerfacilitators.119 undergraduates, aged 18-57 years (M = 21.8), were recruited for this study.
Students were 77% Female, 52% Black, 42% White, 6% Latino, and 1% Asian. All
questionnaires (pre-, post-, and follow-up) were administered online. Two-way Mixed ANOVAs,
McNemar’s tests, and a One-way ANOVA were used to examine the interventions’ comparative
efficacy and acceptability; frequencies were examined to determine the feasibility of Condom
Carnival activities. The Condom Carnival had higher acceptability ratings and performed better
than the education-only condition in teaching participants about lubricant safety and correct
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condom use skills. The Condom Carnival had equivalent acceptability and efficacy as
VOICES/VOCES in teaching sexual health information (HIV and lubricant safety knowledge),
improving facets of condom-related self-efficacy (condom negotiation strategies and correct
condom use skills), and increasing awareness of risky sexual behaviors (lowering number of
sexual partners, decreasing general sexual risk, and increasing safe sex behaviors). All Condom
Carnival participants engaged in every activity, thus displaying excellent feasibility. The
Condom Carnival, with its scalability, has utility for teaching college students sexual risk
reduction and condom use promotion. This study is promising for intervention researchers,
community preventionists, and campus service providers.
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The Condom Carnival: Assessment of a Novel Group Intervention Aimed to Decrease
Sexual Risk and Increase Condom Use Among College Students
College is a time of transition from adolescence to adulthood signaling budding
independence and growing sexual experiences. Many college students spend most of their day in
close proximity to peers without supervision from parents or chaperones, leading to increased
opportunities for engaging in sexual activity. For students who live on campus in student housing
or in fraternity or sorority houses, these opportunities are more pronounced (Scott-Sheldon,
Carey, & Carey, 2008). Adolescence and young adulthood is marked by the coexistence of a
spirit of invincibility and exploration. Given college students’ increased exposure to peers,
hormonal changes, physical maturation, and increased access to alcohol and drugs, college is a
breeding ground for sexual exploration (Chernoff & Davison, 2005; MacDonald et al., 1990).
Sexual Behaviors and Use of Contraceptives
According to the National College Health Assessment of the American College Health
Association (ACHA, 2016), 65% of college students have had oral, vaginal, or anal sex within
the last year. In another study of almost 1,000 college students from Midwestern and Southern
Universities, 85% to 88% of all participants reported having performed oral sex, received oral
sex, and engaged in vaginal sex (Jozkowski & Satinsky, 2013). Further, male students reported
being the initiator of these sexual activities more often than female students (Jozkowski &
Satinsky, 2013). Additionally, these studies revealed that college students were not regularly
using protection for oral, vaginal, or anal sex.
Oral sex. According to the ACHA (2016), almost 66% percent of college students had
previously engaged in oral sex. Nearly 42% reported having oral sex in the last month, with more
females (42.4%) than males (39.4%) reporting oral sex (ACHA, 2016). Male college students
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reported receiving oral sex more often than females (Jozkowski & Satinsky, 2013), while
females reported performing oral sex more often than males (Jozkowski & Satinsky, 2013).
According to the ACHA data, only about 5% of college students who had oral sex within the last
month reported using protection (ACHA, 2016). Similarly, in a study of community college
students, approximately 3% of participants who had previously engaged in oral sex reported
using a condom the last time they had oral sex (Trieu, Bratton, & Marshak, 2011).
Vaginal sex. According to the ACHA’s (2016) data, nearly 63% percent of college
students indicated that they have previously had vaginal sex. Approximately, 45% reported
having vaginal sex in the last month, with more females (47.5%) than males reporting vaginal
sex (38.8%; ACHA, 2016). Almost 50% of college students who had vaginal sex within the last
month reported using protection, with more males (53.8%) than females (48.4%) reporting use
(ACHA, 2016). In another study of community college students, fewer than 50% who had
vaginal sex in the last month reported using a condom at last sex (Trieu et al., 2011). In the
National Survey of Sexual Health and Behavior (NSSHB, 2010), college students reported that
for 60% of their last 10 vaginal sex acts they did not use condoms (NSSHB, 2010). Similarly,
only 50% of college students reported using a contraceptive the last time they had vaginal sex,
with 52% of females and 46% of males reporting contraceptive use (ACHA, 2016). The most
common types of contraception used were the male condom (64.0%), birth control pills (59.8%),
and withdrawal (34.9%). Fifteen percent of sexually active college students reported that they or
their partner used emergency contraception, the “morning after” pill, within the last year
(ACHA, 2016).
Anal sex. Twenty-three percent of college students in the ACHA (2016) sample indicated
that they have previously had anal sex. Five percent reported having anal sex in the last month,
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with more males (6.5%) than females reporting anal sex (4.4%: ACHA, 2016). Just over 27% of
college students who had anal sex within the last month indicated they had used protection for
anal sex. More males (38.1%) than females (21.5%) reported using a condom for anal sex
(ACHA, 2016).
Consequences of Risky Sexual Behavior
College students’ high rate of unprotected sex places them at risk for unplanned
pregnancy and/or acquiring sexually transmitted infections (STIs), including HIV (Centers for
Disease Control and Prevention: CDC, 2011; Norton, Fisher, Amico, Dovidio, & Johnson,
2012). Just over one percent (1.3%) of college students who engaged in vaginal intercourse in
the last year reported an unintentional pregnancy (for themselves or their sexual partner; ACHA,
2016). However, nearly half of the 19 million new STI cases each year are among 15–24 years
olds (Weinstock, Berman, & Cates, 2004). According to the CDC, nearly 40% of all reported
chlamydia cases occur in individuals between the ages of 15 and 24 years old (CDC, 2013). In
addition, 30% of all reported gonorrhea cases occur among 20-24 year olds (CDC, 2013). A
quarter of all new HIV infections occur among 13-24 year olds (CDC, 2012), with gay and
bisexual males account for slightly more than one quarter of all new cases (Prejean et al., 2011).
These unsafe sexual behaviors put college students at risk for a number of negative
consequences including unplanned pregnancy and/or STIs, which may jeopardize their ability to
graduate from college (Sibulkin, & Butler, 2005). Unplanned pregnancies and/or contracting
STIs or HIV may also lead to many personal (i.e., increased health care expenses and short/long-term health problems (Chesson, Blandford, Gift, Tao, & Irwin, 2004)) and economic
struggles (Miller, 2012; Miller, Gault, & Thorman, 2011), as well as societal costs (i.e., lost tax
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revenues due to lost work and increased use of welfare; Hoffman, 2008; National Campaign to
Prevent Teen and Unplanned Pregnancy, 2011; Trussell, 2006).
Sexual Risk Reduction Interventions for College Students
Given the high risks and consequences associated with unprotected sex, many
interventions have been designed to improve condom negotiation, promote condom use, and
increase knowledge about sexual health among emerging adult college students (Coyle, Franks,
Glassman, & Stanoff, 2012; Crosby et al., 2013; Fehr, Vidourek, & King, 2015). A recent HIV
prevention intervention, with an effective strategy for reducing HIV risk behaviors, was
developed based on the Health Belief Model and Social Cognitive Theory (Calloway, LongWhite, & Corbin, 2014). It utilized peer-educators to focus on susceptibility, severity, benefits,
self-efficacy (i.e., components of the Health Belief Model), skill building, and peer influence
(i.e., components of Social Cognitive Theory). This intervention successfully increased
HIV/AIDS knowledge and HIV/AIDS prevention self-efficacy, as measured by increases in
perceived risk, condom negotiation skills, and discussions of partner intravenous drug use as
well as HIV testing status. Another successful intervention, developed for college students, was
based on the Information, Motivation, and Behavior skills Model (IMB). It resulted in increases
in AIDS risk reduction knowledge, motivation, and behavioral skills, as well as significant
increases in condom accessibility, safer sex negotiations, and condom use during sexual
intercourse (Fisher, Fisher, Kimble, Misovish, & Malloy, 1996). A multi-session intervention,
grounded in Social Cognitive Theory, used an interactive and skills-based approach to reduce
sexual risk among college students by employing interactive exercises, games, brainstorming
activities, role-plays, videos, and group discussions. Using this approach, participants’
engagement in unprotected sexual intercourse significantly decreased and frequency of condom
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use increased (Heeren, Jemmott, Ngwane, Mandeya, & Tyler, 2013). None of these interventions
were designed to intervene on a large scale using a brief one-hour intervention; thus the Condom
Carnival intervention is poised to contribute to the literature and the availability of current brief
interventions by addressing this deficit.
Condom use negotiation. Researchers have shown that practicing condom negotiation
skills can increase young people’s condom-related self-efficacy (Caico, 2014; Randolph, Torres,
Gore-Felton, Lloyd, & McGarvey, 2009; Sweat, O’Donnell, & O’Donnell, 2001; Tschan, Flores,
de Groat, Deardorff, & Wibbelsmann, 2010) and future condom use intentions (Heeren et al.,
2013). A recent meta-analysis demonstrated a medium-size association between communication
and condom use, such that youth who communicated more about condom use with their dating
partners reported more condom use in their sexual encounters (Widman, Noar, Choukas-Bradley,
& Francis, 2014). These studies illustrate the value of increasing condom negotiation and
communication skills among college-age emerging adults.
Condom use promotion. Researchers have shown that giving participants opportunities
for hands-on learning in using condoms correctly raises condom-related self-efficacy (Caico,
2014; Randolph et al., 2009; Tschan et al., 2010) and increases future condom use (Heeren et al.,
2013). However, even when college students are able to use condoms, they exhibit knowledge
deficits regarding correct condom use, such as technical, availability, and communication errors,
that may place them at greater risk for negative consequences (Crosby, Sanders, Yarber,
Graham, & Dodge, 2001). These knowledge deficits are found throughout the condom use
process, from not checking the package for the expiration date and visible damage to taking the
condom off before sex is completely over (Coyle et al., 2012; Sanders et al., 2012). Research
indicates that emerging adults who know how to use condoms correctly report greater condom-
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related self-efficacy and more frequent condom use (Crosby et al., 2013). However, emerging
adults have many complaints about condom use that still may deter their use during sex (Fehr et
al., 2015). Some of these complaints include concerns that condoms dry out too quickly, are too
small, and break often. Challenging college students’ beliefs about condom size and breakage,
while teaching lubricant safety, may address some of these barriers to condom use.
Sexual health knowledge instruction. Given that lubricants can help keep condoms
moist, and thus increase their effectiveness, college students may benefit from lubricant safety
knowledge, i.e., learning that oil-based lubricants cause latex condoms to deteriorate and render
them ineffective and more likely to break (Coyle et al., 2012; Davis et al., 2014; Flannigan,
2007; Herbenick et al., 2013). The majority of college students do not know which lubricants are
safe to use with condoms (Crosby, Yarber, Sanders, & Graham, 2005; Norris & Beaton, 2002).
In addition to teaching lubricant safety, it is important to instruct college students on the signs,
symptoms, and transmission of HIV and other STIs so they can understand their risk and learn
how to protect themselves from infection (Lewis, Miguez-Burbano, & Malow, 2009).
Components of Effective Sexual Risk Reduction Interventions
Research on HIV prevention interventions has specified some of the important features of
successful interventions. In particular, it has been suggested that, in order to initiate and sustain
behavior change, interventions should be interactive (Hemmige, McFadden, Cook, Tang, &
Schneider, 2012) and teach skills-based instruction on using condoms correctly as well as
negotiating their use with a sexual partner (Crosby et al., 2013; Fehr et al., 2015; Fisher et al.,
2011) Current research with emerging adults suggests that intervention efforts with this
population should be skills-based, peer-led (Calloway et al., 2014; Kegeles, Hays, & Coates,
1996), and culturally (Cooper et al., 2012; Randolph et al., 2009; Tschann et al. 2010), and
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developmentally tailored. Even with all the sexual risk reduction interventions designed for
college students, they are still not using condoms consistently, correctly, or from the beginning
of every oral, anal, or vaginal sexual act (Caico, 2014).
Other Areas Addressed in Sexual Risk Reduction Interventions
Substance use and sexual risk. Drinking alcohol or using substances before and/or
during sex is an additional area of risk for college students, because it impacts their judgment
and ability to practice safe sex (Brown & Vanable, 2007; Caico, 2014). When using alcohol or
drugs, young adults are seven out of ten times less likely to use condoms (Henry J. Kaiser
Family Foundation, 2002). Young adult substance use has also been related to greater odds of
having more than one sexual partner in the past three months (Santelli, Robin, Brener, &
Lowery, 2001). Similarly, in almost every context, when college students’ frequency of drinking
increased their sexual risk increased as evidenced by greater numbers of sexual partners as well
as more unplanned and/or unprotected sex (Mair, Ponicki, & Gruenewald, 2016).
Multiple sexual partners. Having multiple sexual partners increases the risk for STIs
(CDC, 2014). According to the ACHA (2016), almost 9% of college students reported having
four or more oral, vaginal, or anal sexual partners within the last year, with males (11.3%)
reporting this more often than females (7.8%). Among students with at least one sexual partner
within the last year, the average number of sexual partners was 2.13 (SD = 3.14).
STI and HIV testing. Having one STI increases the risk for contracting additional ones,
which makes testing for STIs and HIV a very important part of sexual risk reduction (CDC,
2014). Since many people with STIs are asymptomatic, testing is one important way to protect
individuals and their partners from infection (CDC, 2014). Studies have shown low rates of
HIV/STI testing among college students (Caldeira, Singer, O’Grady, Vincent, & Arria, 2012;
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Trieu et al., 2011). Only 40% of college students reported having been tested for HIV (Caldeira
et al., 2012). In a study by the Health Services Association of California Community Colleges
(Trieu et al., 2011) slightly more than 30% of all participants had been tested for HIV in their
lifetime, with more females (37%) than males having been tested (26%). Reported STI testing
was much lower with rates no larger than 2% for any specific sexually transmitted infection
(genital herpes, genital warts/HPV, gonorrhea, or chlamydia; Trieu et al., 2011).
Oral sex risk. Most college students are unaware of the risks associated with oral sex;
many of them perceive that oral sex is safe and has minimal risks and consequences (Bazargan,
Kelly, Stein, Husaini, & Bazargan, 2000; Caico, 2014; Halpern-Felsher, Kropp, Boyer, Tschann,
& Ellen, 2004). Interventions designed to lower oral sex risk have effectively increased college
students’ use of protection during oral sex (Moore & Harris, 2014).
In addition to topics that have previously led to the development of effective
interventions (i.e., teaching condom negotiation and correct condom use skills), the four
aforementioned areas that increase college students’ sexual risk are necessary additions for
sexual risk reduction interventions and will be addressed by the Condom Carnival.
Preliminary Research on the Condom Carnival Intervention
The lead investigator developed the Condom Carnival intervention for adolescents and
young adults (AYA) at an educational and vocational training center. These mostly Black AYA
were at risk for pregnancy and STIs based on the high STI infection rate of incoming students.
This brief, group, and interactive intervention was developed to be skills-based, peer-led, and
culturally- and developmentally-tailored. Deficient areas in sexual health knowledge and skills
were identified using data collected during a sexual health education class. The Condom
Carnival was designed to address these knowledge and skill deficits. Originally, the Condom
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Carnival station activities taught condom negotiation, correct condom use skills, and lubricant
safety, as well as challenged myths about condom size and breakage (more activities have now
been added to address additional areas of sexual risk specific to college students). Students with
backgrounds in health were trained to be peer facilitators and to provide ongoing feedback on the
intervention development and delivery. The Condom Carnival was developed to be culturally
tailored by addressing primary issues of concern among these mostly Black AYA and by using
culturally-appropriate materials. Initial research on the Condom Carnival indicated that it
statistically increased participants’ lubricant safety knowledge and intentions to carry a condom
with them in the next year (Anderson, under review).
Theoretical Foundation for the Condom Carnival Intervention
The development and foundation of the Condom Carnival intervention lie in Bandura’s
Social Cognitive Theory, including Self-Efficacy Theory, as well as Bronfenbrenner’s Socioecological Theory. Self-Efficacy Theory, a process elucidated from Bandura’s Social Cognitive
Theory, suggests that expectations of self-efficacy are highest if people can attribute their
success to the acquisition of personal skill or ability after practice. In addition, self-efficacy may
be enhanced by comparing oneself to others who are performing the same action (Social
Cognitive Theory: Bandura, 1977). Condom-related self-efficacy has been found to be associated
with increased condom use (Calloway et al., 2014). According to Socio-ecological Theory
(Bronfenbrenner, 1994), engaging as many aspects of a person’s environment as possible is
important to engender health behavior change (DiClemente, Salazar, Crosby, & Rosenthal,
2005). Similarly, eminent researchers in HIV/STI prevention, DiClemente, Salazar, and Crosby
(2007), suggest that developing effective and sustainable prevention intervention programs can
be best achieved by utilizing a myriad of strategies across various ecological levels in order to
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take advantage of the ‘‘synergy’’ among the different levels. Consistent with Bronfenbrenner’s
Socio-ecological Model (1994), the Condom Carnival intervention influenced behavior at the
organizational level by gaining the support of the institution for HIV prevention and condom
promotion efforts; at the interpersonal level by utilizing peer-facilitators to engage participants in
activities aimed to encourage sexual risk reduction; and at the individual level by teaching sexual
risk reduction strategies and condom use skills in order to improve students’ knowledge,
attitudes, and condom use behaviors.
The Current Study
The purpose of this study was to test the preliminary efficacy, acceptability, and
feasibility of the Condom Carnival among college students. The Condom Carnival is a novel,
brief, interactive, skills-based, peer-led, culturally-tailored group intervention designed to reduce
sexual risk. The Condom Carnival was compared to two other interventions: an education-only
control condition (HIV/STI 101 Education) and a treatment-control condition (Video
Opportunities for Innovative Condom Education and Safer Sex: VOICES/VOCES). The study
received approval from the University’s Institutional Review Board (IRB #3764, see Appendix
A).
The Condom Carnival has three goals: (1) to address knowledge deficits in sexual health
information, (2) to improve condom-related self-efficacy, and (3) to increase awareness of risky
sexual behaviors. To address knowledge deficits in sexual health information, the Condom
Carnival intervention is designed to: (a) provide emerging adults with information about the
consequences of risky sexual behavior, including becoming pregnant and acquiring HIV and
other STIs; (b) increase knowledge about condom safe lubricants; and (c) provide information
regarding signs and symptoms of different STIs and HIV. To improve condom-related self-
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efficacy, the Condom Carnival is designed to: (a) improve condom use skills by providing
condom negotiation experiences; (b) improve condom use skills by teaching correct usage and
providing hands-on practice with using condoms correctly; (c) challenge common complaints
about condom size and breakage; and (d) increase social acceptance of condoms through condom
promotion and increased access to condoms. In order to increase participants’ awareness of risky
sexual behaviors, the Condom Carnival is designed to: (a) provide information on sexual risk via
a discussion of the number of one’s sexual partners and the increased risk associated with
multiple partners, as well as provide strategies to discuss one’s number of sexual partners; (b)
teach participants the importance of getting tested for HIV and STIs, as well as provide a list of
testing opportunities available on campus and in the community; (c) increase awareness
regarding oral sex risks and the importance of using protection; and (d) increase awareness of
risk associated with substance use during sexual activities.
Finally, based on the strengths of skills-based sexual risk reduction interventions (e.g.,
VOICES/VOCES) and the comparative weaknesses of education-only interventions (e.g.,
HIV/STI 101), the Condom Carnival was developed with consideration for participants’
acceptability and enjoyment based on its educational and experiential nature. Because of the
Condom Carnival’s brief duration and limited use of professional staff, it is designed to have
good implementation feasibility for engaging college students in its interactive activities and
teaching sexual risk reduction and condom promotion strategies.
Due to the nature of the Condom Carnival, we hypothesized that participants would
experience greater efficacy and report greater acceptability of the Condom Carnival intervention
compared to the other interventions, HIV/STI 101 and VOICES/VOCES, as demonstrated by
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reporting greater knowledge gains, increased condom-related self-efficacy, and less engagement
in risky sexual behaviors.
The specific aims of this study were:
Aim 1: To examine the comparative efficacy of the Condom Carnival versus VOICES/VOCES
and HIV/STI 101 in addressing knowledge deficits in sexual health information. This study aim
had the following goals:


Aim 1a: Explore changes in HIV-related knowledge across time (pre-intervention, postintervention, and follow-up) and among intervention groups (HIV/STI 101,
VOICES/VOCES, and Condom Carnival).



Aim 1b: Analyze changes in lubricant safety knowledge across time and among
intervention groups.

Aim 2: To examine the comparative efficacy of the Condom Carnival versus VOICES/VOCES
and HIV/STI 101 in improving condom-related self-efficacy. This study aim had the following
goals:


Aim 2a: Explore differential changes in condom negotiation across time and among
intervention groups.



Aim 2b: Examine changes in correct condom use across time and among interventions
groups.



Aim 2c: Explore changes in condom attitudes across time and among intervention
groups.



Aim 2d: Test for changes in condom use at last sexual experience across time and among
intervention groups.
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Aim 2e: Determine if there are changes in future condom use intentions across time and
among intervention groups.

Aim 3: To examine the comparative efficacy of the Condom Carnival versus VOICES/VOCES
and HIV/STI 101 in increasing awareness related to risky sexual behaviors. This study aim had
the following goals:


Aim 3a: Compare participants across time from the three intervention groups to
determine the effect of the interventions on the number of sexual partners in the last
month.



Aim 3b: Determine if there are differential changes in STI- or HIV-testing history across
time and among intervention groups.



Aim 3c: Test for changes in oral sex risk across time and among intervention groups.



Aim 3d: Explore changes in substance-related sexual risk across time and among
intervention groups.



Aim 3e: Examine changes in general sexual risk across time and among intervention
groups.

Aim 4: To examine the comparative acceptability of the Condom Carnival versus
VOICES/VOCES and HIV/STI 101 in providing college students with information about the
importance of reducing sexual risk. This study aimed to:


Compare the acceptability responses across intervention groups regarding participants’
endorsement of their willingness to engage in the intervention again and how likely they
are to suggest the intervention to a friend.

Aim 5: To examine the feasibility of the Condom Carnival by exploring participants’
engagement in the different Condom Carnival activities.
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Based on previous research, it was hypothesized that our college student sample would
have HIV-related knowledge deficits, would use varying condom negotiation strategies, would
report a range of condom use errors and problems, and would be engaging in multiple risky
sexual behaviors. Therefore, it was important to characterize the sexual behaviors, HIV-related
knowledge, condom negotiation strategies, and condom use errors and problems among this
college student sample in order to determine the potential generalizability of the findings.
Method
Study Design
A longitudinal, randomized controlled trial (RCT) was utilized to compare the efficacy of
the Condom Carnival to (1) an education-only control condition, HIV/STI 101 and (2) a
treatment control condition, VOICES/VOCES. The latter is a Centers’ for Disease Control and
Prevention (CDC) evidence-based, effective behavioral intervention (EBI). For this two-factor
mixed factorial design, the between-subjects’ factor included the three intervention groups. The
within-subjects’ factor of the design included questionnaire responses of the same participants at
three time points: pre-test, post-test, and follow-up.
This study used an experimental repeated measures design to evaluate knowledge deficits
in sexual health information, condom-related self-efficacy, and engagement in risky sexual
behaviors using 13 outcome variables and three intervention groups (HIV/STI 101,
VOICES/VOCES, and Condom Carnival) at three time points (pre-test, post-test, and follow-up).
Knowledge deficits in sexual health information were assessed using two continuous dependent
variables: 1) HIV-related knowledge and 2) lubricant safety awareness. Condom-related selfefficacy was measured with five dependent variables: Four continuous – 1) condom negotiation,
2) correct condom use, 3) condom attitudes, and 4) future condom use intentions as well as one
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categorical – 5) condom use at last sexual experience. Engagement in risky sexual behaviors was
assessed with five dependent variables: Two continuous – 1) number of sexual partners in the
last month and 2) general sexual risk as well as three categorical – 3) HIV testing history, 4) oral
sex risk, and 5) substance-related sexual risk. Acceptability of all the interventions was assessed
with one continuous dependent variable – acceptability.
Participants
Participants in this study were 119 undergraduate students enrolled at a Mid-South
university, which is primarily a commuter school with approximately 87% of students residing
off-campus (Office of Institutional Research, 2016). Participants were 22.7% male and 77.3%
female, ranging in age from 18 to 57 with a mean age of 21.78 (SD = 6.33). Participants were
52.1% Non-Latino Black, 42% Non-Latino White, 6% Latino, and 0.8% Asian. Thirty-seven
percent were freshman. Regarding participants’ current sexual relationship, 43.7% indicated they
were not currently sexually active with another person, 39.5% indicated they were in an
exclusive/monogomous sexual relationship, 11.8% indicated they were sexually active but not in
a sexual relationship, and 5% indicated they were having sexual relationships with several
people. Please see Table 1 for further characterization of the study participants.
Materials
In order to recruit participants, flyers advertising the study with contact information for
the lead investigator were posted in buildings around the University campus (Appendix B).
Flyers were also left in professors’ mailboxes asking for permission to announce the study in
their classes. When announcing the study to students in classes, handouts containing a brief
description of the study were distributed, along with contact information and instructions on how
to sign up for the study (Appendix C).
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Table 1
Demographic Characterization for Total Sample and Three Intervention Groups
Demographic Characteristic
Total Sample
Condom
(n = 119)*
Carnival
(n = 42)
M = 21.78
M = 22.10
Age
(SD = 6.33)
(SD = 7.56)
Sex
Male
27 (22.7%)
10 (23.8%)
Female
92 (77.3%)
32 (76.2%)
Race
Asian
1 (.8%)
1 (2.4%)
Black/African American
62 (52.1%)
23 (54.8%)
White/Caucasian
50 (42%)
15 (35.7%)
Other Race
6 (5%)
3 (7.1%)
Ethnicity
Hispanic/Latino
7 (6%)
1 (2.5%)
Non-Hispanic/Latino
110 (94%)
39 (97.5%)
Year in College
Freshman
44 (37%)
18 (42.9%)
Sophomore
31 (26.1%)
8 (19%)
Junior
21 (17.6%)
7 (16.7%)
Senior
23 (19.3%)
9 (21.4%)
Personal Annual Income
Unemployed or Disabled
39 (32.8%)
12 (28.6%)
<$10,000
48 (40.3%)
16 (38.1%)
$10,000-20,000
16 (13.4%)
8 (19%)
$21,000-$30,000
8 (6.7%)
2 (4.8%)
$31,000-$40,000
3 (2.5%)
2 (4.8%)
$41,000-$50,000
3 (2.5%)
2 (4.8%)
$51,000-$75,000
2 (1.7%)
0 (0%)
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VOICES/VOCES
(n = 39)

HIV 101
(n = 37)

M = 21.82
(SD = 5.97)

M = 21.46
(SD = 5.29)

9 (23.1%)
30 (76.9%)

8 (21.6%)
29 (78.4%)

0 (0%)
24 (61.5%)
13 (33.3%)
2 (5.1%)

0 (0%)
14 (37.8%)
22 (59.5%)
1 (2.7%)

5 (12.8%)
34 (87.2%)

1 (2.7%)
36 (97.3%)

11 (28.2%)
14 (35.9%)
7 (17.9%)
7 (17.9%)

15 (40.5%)
8 (21.6%)
7 (18.9%)
7 (18.9%)

12 (30.8%)
16 (41%)
7 (17.9%)
3 (7.7%)
0 (0%)
0 (0%)
1 (2.6%)

15 (40.5%)
15 (40.5%)
1 (2.7%)
3 (8.1%)
1 (2.7%)
1 (2.7%)
1 (2.7%)

Table 1 (Continued)
Demographic Characterization for Total Sample and Three Intervention Groups
Demographic Characteristic
Total Sample
Condom
(n = 119)*
Carnival
(n = 42)
Financial Assistance From Parents
Yes
75(63%)
25 (59.5%)
No
44 (37%)
17 (40.5%)
Family Annual Income
Unemployed or Disabled
11 (9.4%)
5 (12.5%)
<$10,000
5 (4.3%)
0 (0%)
$10,000-20,000
13 (11.1%)
4 (10%)
$21,000-$30,000
13 (11.1%)
5 (12.5%)
$31,000-$40,000
10 (8.5%)
3 (7.5%)
$41,000-$50,000
12 (10.3%)
2 (5%)
$51,000-$75,000
18 (15.4%)
6 (15%)
$76,000-$100,000
15 (12.8%)
7 (17.5%)
$100,000-$200,000
15 (12.8%)
6 (15%)
Over $200,000
5 (4.3%)
2 (5%)
Father’s Highest Education Level
Elementary School
2 (1.7%)
0 (0%)
Partial Junior High School
4 (3.4%)
3 (7.1%)
Partial High School Training
2 (1.7%)
0 (0%)
High School Graduate
38 (31.9%)
12 (28.6%)
Partial College Training
23 (19.3%)
8 (19%)
College Graduate
26 (21.8%)
11 (26.2%)
Partial Graduate Training
0 (0%)
0 (0%)
Graduate or Professional Degree
14 (11.8%)
4 (9.5%)
Don’t Know
10 (8.4%)
4 (9.5%)
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VOICES/VOCES
(n = 39)

HIV 101
(n = 37)

25 (64.1%)
14 (35.9%)

24 (64.9%)
13 (35.1%)

2 (5.1%)
1 (2.6%)
6 (15.4%)
4 (10.3%)
5 (12.8%)
7 (17.9%)
6 (15.4%)
5 (12.8%)
1 (2.6%)
2 (5.1%)

4 (10.8%)
4 (10.8%)
3 (8.1%)
4 (10.8%)
2 (5.4%)
2 (5.4%)
6 (16.2%)
3 (8.1%)
8 (21.6%)
1 (2.7%)

1 (2.6%)
0 (0%)
1 (2.6%)
15 (38.5%)
8 (20.5%)
6 (15.4%)
0 (0%)
5 (12.8%)
3 (7.7%)

1 (2.7%)
1 (2.7%)
1 (2.7%)
11 (29.7%)
6 (16.2%)
9 (24.3%)
0 (0%)
5 (13.5%)
3 (8.1%)

Table 1 (Continued)
Demographic Characterization for Total Sample and Three Intervention Groups
Demographic Characteristic
Total Sample
Condom
(n = 119)*
Carnival
(n = 42)
Mother’s Highest Education Level
Elementary School
2 (1.7%)
0 (0%)
Partial Junior High School
1 (.8%)
1 (2.4%)
Partial High School Training
3 (2.5%)
1 (2.4%)
High School Graduate
24 (20.2%)
10 (23.8%)
Partial College Training
36 (30.3%)
13 (31%)
College Graduate
32 (26.9%)
11 (26.2%)
Partial Graduate Training
2 (1.7%)
1 (2.4%)
Graduate or Professional Degree
18 (15.1%)
5 (11.9%)
Don’t Know
1 (.8%)
0 (0%)
Relationship Status
Married
6 (5%)
3 (7.1%)
Divorced
4 (3.4%)
1 (2.4%)
Separated (not divorced)
1 (.8%)
0 (0%)
Widowed
1 (.8%)
0 (0%)
Engaged
2 (1.7%)
0 (0%)
Never Married (single, in a
6 (5%)
2 (4.8%)
relationship longer than 6 months)
Never Married (single, in a
3 (2.5%)
1 (2.4%)
relationship less than 6 months)
Never Married (dating/hanging out
44 (37%)
16 (38.1%)
with one person)
Never Married (single and dating
9 (7.6%)
3 (7.1%)
more than one person)
Never Married (single and not
43 (36.1%)
16 (38.1%)
dating)
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VOICES/VOCES
(n = 39)

HIV 101
(n = 37)

1 (2.6%)
0 (0%)
1 (2.6%)
6 (15.4%)
10 (25.6%)
16 (41%)
1 (2.6%)
4 (10.3%)
0 (0%)

1 (2.7%)
0 (0%)
1 (2.7%)
8 (21.6%)
12 (32.4%)
5 (13.5%)
0 (0%)
9 (24.3%)
1 (2.7%)

2 (5.1%)
1 (2.6%)
1 (2.6%)
0 (0%)
2 (5.1%)
2 (5.1%)

1 (2.7%)
2 (5.4%)
0 (0%)
1 (2.7%)
0 (0%)
2 (5.4%)

1 (2.6%)

1 (2.7%)

18 (46.2%)

10 (27%)

2 (5.1%)

4 (10.8%)

10 (25.6%)

16 (43.2%)

Table 1 (Continued)
Demographic Characterization for Total Sample and Three Intervention Groups
Demographic Characteristic
Total Sample
Condom
(n = 119)*
Carnival
(n = 42)
Current Sexual Relationship
Exclusive or Monogamous
47 (39.5%)
18 (42.9%)
Relationship
Not Currently Sexually Active
52 (43.7%)
18 (42.9%)
Sexually Active (not in a
14 (11.8%)
4 (9.5%)
relationship)
Having Sexual Relationships with
6 (5.0%)
2 (4.8%)
Several People
Sexual Orientation
Heterosexual (Straight)
96 (80.7%)
37 (88.1%)
Homosexual (Lesbian/Gay)
6 (5.0%)
1 (2.4%)
Bisexual
11 (9.2%)
2 (4.8%)
Not sure
6 (5.0%)
2 (4.8%)
Note. *One participant did not stay to be randomized to condition.
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VOICES/VOCES
(n = 39)

HIV 101
(n = 37)

18 (46.2%)

11 (29.7%)

13 (33.3%)
6 (15.4%)

20 (54.1%)
4 (10.8%)

2 (5.1%)

2 (5.4%)

30 (76.9%)
2 (5.1%)
5(12.8%)
2 (5.1%)

28 (75.7%)
3 (8.1%)
4 (10.8%)
2 (5.4%)

For the Condom Carnival intervention, we used computers (to play a condom
demonstration video), participation form handouts (to track engagement in different activities:
Appendix D), racially diverse penis replicas (for facilitators to teach and for participants to learn
and practice correct condom use), condoms (to use in station activities), lubricants (for
participants to learn about safe versus unsafe lubricants), and marbles (to fill up condoms in
order to challenge thoughts about breakage). Posters were displayed during the event illustrating:
(1) different types and styles of condoms and dental dams, (2) increased sexual risk with
increased numbers of sexual partners, (3) signs and symptoms of STIs, (4) impact of alcohol and
drugs on sexual risk, and (5) risks associated with unprotected oral sex. A list of Condom
Carnival materials with information about how they were used can be found in Table 2.
For the VOICES/VOCES intervention, procedures specified by the developers were used.
Materials included a VOICES/VOCES DVD, a computer and projector (to display the DVD), a
VOICES poster of condom styles and types, a penis replica (for the group facilitator to conduct a
condom demonstration), and an array of condoms (for participants to select from to take home).
For the education-only intervention, we used an HIV/STI 101 education PowerPoint
developed by one of our community agencies that provides sexual risk reduction education
(Appendix E) and a computer and projector (to display the PowerPoint presentation).
Participants also received handouts on STI symptoms and treatment and on STI testing locations.
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Table 2
Condom Carnival Activity Table Content Overview
Activity Table
Training
Activity Station Jobs
Time
(min)
15
(a) Have students to sign-in;
Sign In Start
(b) Give students pen, and a Participation
Form;
(c) Make sure they take their Participation
Form with them so they can have it stamped by
the table leaders.
(d) Remind them that they don’t get their prize
until they turn in their handouts at the end.; and
(e) Help clean up.
25
(a) Recruit participants to watch loop
Do It Right
Condom Demonstration Table
(b) Ask them to read through the steps of how
– Learn how to put on a
to put on a condom correctly;
condom correctly and then
(c) Watch participants as they practice putting
practice correct condom use.
the condom on the penis replica;
(d) Correct them when needed;
(e) Make sure to mark their Participation
Forms with a Green Leaf when they complete
the activity; and
(f) Help clean up.
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Written Directions for Table Facilitators
“Please sign-in and get a Participation
Form. Take your Participation Form with
you as you go around the tables and ask
the station leaders to sign your
Participation Form when you complete an
activity. Don’t forget -You don’t get your
prize until you turn in your Participation
Form. Have fun!”
“Watch this video and read over the list of
steps of how to put on a condom
correctly. Now show what you know by
putting the condom on the replica
correctly. I will help you out if you need
it.”

Table 2 (Continued)
Condom Carnival Activity Table Content Overview
Activity Table
Training
Activity Station Jobs
Time
(min)
20
(a) Recruit students;
Safety Lube 101
Divide lubricants into safe
(b) Give them the bucket with all the lubricants
and unsafe for condoms.
in it;
(c) Have them divide the lubricants into safe
and unsafe by having them place them in the
circles on the poster board (into green circle
with checkmark for safe lubricants and into the
red circle with the line through it for the unsafe
lubricants)
(d) If students aren’t sure whether the lubricant
is safe or not, tell them to read the labels. Safe
lubricants do not have any oils in them!
(e) Make sure to mark their Participation
Forms with a Blue Star when they complete the
activity;
(e) Put all lubricants back into the bucket after
each participant for the next participant to sort;
and
(f) Help clean up.
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Written Directions for Table Facilitators
“Oil-based products are not safe to use
with latex condoms. Please separate these
commonly used lubricants by safe versus
unsafe to use with condoms. Put all
lubricants that are safe to use with a latex
or polyurethane condom in the green
circle with the checkmark in it. Put all the
lubricants that are not safe to use with
condoms into the red circle with the line
through it. Read the ingredients if you
need to.”

Table 2 (Continued)
Condom Carnival Activity Table Content Overview

Activity Table

Get Tested

Training
Time
(min)
45

Learn about signs and symptoms
of HIV/STIs & importance of

HIV/STI testing.

Having Sex With Whom?
Calculate your sexual risk by
studying a sexual exposure
chart and using an online tool
to calculate risk based on
number of sexual partners.

20

Activity Station Jobs

(a) Recruit students.
(b) Tell them about STIs.
(c) Have them play a matching game of
symptoms/facts and the related STI.
(d) Give them the pamphlet with signs and
symptoms of STIs.
(e) Make sure to mark their Participation
Forms with a Pink Circle when they complete
the activity.
(f) Help clean up.

(a) Recruit students.
(b) Point out the Sexual Exposure Chart Poster.
Encourage participants to study it and figure out
how many people they have been exposed to.
(c) Make sure to mark their Participation Forms
with a Yellow Moon when they complete the
activity.
(d) Help clean up.
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Written Directions for Table Facilitators
“The only 100% sure way not to get an
STI, including HIV, is to not have sex.
When you have sex, you put yourself at
risk for STIs. Many times people have
STIs, and they don’t even know it because
they don’t have any symptoms at all. It is
really important to get yourself tested, so
you can keep yourself safe and healthy
and get treated for an STI quickly if you
get one. Having an STI makes it more
likely you will get HIV. It is
recommended that sexually active
individuals be tested for STIs at least once
per year.”
“Each time you have sex you are
essentially “sleeping with” everyone your
sex partner has slept with. Your risk for
STIs goes up depending on how many
sexual partners you have had and how
many sexual partners your sex partner has
had. Take a minute and think about how
many people you have had sex with.
Now, study this chart and see how many
people you have been exposed to if each
of your sex partners has had sex with the
same number of people you have. How do
you feel about that?”

Table 2 (Continued)
Condom Carnival Activity Table Content Overview
Activity Station Jobs
Activity Table
Training
Time
(min)
20
(a) Recruit students.
Going Down Safely
Learn about oral sex risks and the
(b) Show the participant the Oral Sex Risks
importance of using protection.
Poster.
(c) Have participants divide lubricants and
condoms/dental dams into categories specific
for oral sex and vaginal/anal sex.
(d) Show them the female replica and how to
use a dental dam.
(e) Show them the penis replica and how the
flavored condom is ready for oral sex.
(f) Allow them to sample the flavored
condoms/dental dams and lubricants.
(g) Make sure to mark their Participation
Forms with a Baby Blue Triangle when they
complete the activity.
(h) Help clean up.
20
(a) Recruit students;
Sober Sex is Safer Sex
Learn about the increased risks
(b) Have participants play a guessing game
associated with being drunk or
where they will answer true/false questions
high when engaging in sexual
using the “Reason Why Sober Sex is Better
behavior.
Sex” PowerPoint.
(c) Make sure to mark their Participation
Forms with an Orange Smiley Face when they
complete the activity.
(d) Help clean up.
15
(a) Collect completed Participation Forms.
Finish
(b) After you have taken their sheets, handout
the Condom Packet Prizes.
(c) Be sure to thank students for participating.
(d) Help clean up.
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Written Directions for Table Facilitators
“You can catch STIs by having oral sex.
You can catch Herpes, Syphilis,
Gonorrhea, Genital warts (HPV),
intestinal parasites (amebiasis), Hepatitis
A or B, and HIV. You can reduce your
risk of catching STIs by not letting your
partner ejaculate in your mouth and by
using barriers such as condoms, natural
rubber latex sheets, dental dams, or cutopen non-lubricated condoms between
your mouth and your partner’s genitals or
rectum.”

“When you are sober you are more likely
to enjoy and to remember sex. When you
drink or get high, your judgment is
affected and you may be less likely to
practice safe sex. So have fun, stay sober,
and practice safe sex.”

“Please give me your completed
Participation Form. Thank you so much
for celebrating safe sex with us! We hope
you enjoy your prize!”

Measures
Participants completed an IRB-approved questionnaire packet for the College Students’
Sexual Behaviors: Let’s Talk About Sex Research Study (Appendix F) as well as the Condom
Carnival Participation Form (Appendix D). The questionnaire consisted of a demographics form,
a sexual history questionnaire, an acceptability questionnaire, and seven standardized
instruments measuring specific outcomes related to sexual risk. The pre-assessment included: a
Subject ID Personal Identification Code Calculation Form, Demographics Form, Sexual History
Questionnaire, HIV-KQ-18, Condom Influence Strategies Questionnaire, Condom Use
Errors/Problems Survey for Men and Women, Condom Use Skills Checklist, UCLA
Multidimensional Condom Attitudes Scale, Sexual Risk Survey, and Safe Sex Behavior
Questionnaire. The post-assessment included: Subject ID Personal Identification Code
Calculation Form, items from the Demographics Form, items from the Sexual History
Questionnaire, HIV-KQ-18, Condom Influence Strategies Questionnaire, Condom Use Skills
Checklist, UCLA Multidimensional Condom Attitudes Scale, Safe Sex Behavior Questionnaire,
Acceptability Questionnaire, and Debriefing Form One. The follow-up assessment included the
same information as the pre-assessment packet and Debriefing Form Two.
Demographics. The Demographics Form included 14 items assessing: sex, age, race,
ethnicity, socioeconomic status, year in college, sexual orientation, current relationship status,
current sexual relationship, and gender of all sexual partners (see Appendix F).
Sexual history. The Sexual History Questionnaire is a 55-item measure compiled for this
study to assess participants’ vaginal, oral, and anal sex history, age of sexual debut, number of
sexual partners, history and frequency of condom use (and/or dental dam use), use of birth
control, pregnancy history, history of STI/HIV testing and STI/HIV infection, history of
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substance use and sexual behaviors, and history of sexual education (see Appendix F). These
questions were adapted from several standardized measures, including the CDC’s Sexual
Behavior Questions (2001) and the Bristol-Myers Squibb Baseline Knowledge Attitude Practice
and Behavior (KAPB) survey (New Dimensions Consultancy, n.d.).
To test the relative efficacy of the three interventions against each other, six sexual
history questions were used, including items that queried participants about their condom use at
last sexual experience, intentions to use condoms during their next sexual encounter, number of
sexual partners in the last month, HIV testing history, oral sex risk, and substance-related sexual
risk (Appendix F). Condom-related self-efficacy was assessed with items related to whether
participants used condoms at their last sexual experience and whether they intended to use
condoms in the future. Condom use at last sexual experience was assessed with one question:
“During the last time you had vaginal sex, did you use a condom (rubber)?” Response options
were yes, no, and I have never willingly had vaginal sex, which is consistent with previous
research (Noar, Cole, & Carlyle, 2006; Younge et al., 2008; Zenilman et al, 1995). Participants’
intentions to use a condom during their next sexual encounter were assessed with one question:
“If you have vaginal and/or anal sex over the next month, do you intend to use a condom?”
Response options ranged from 1 (never) to 7 (always). Changes in risky sexual behaviors were
assessed by asking about: number of sexual partners in the last month, HIV testing history, oral
sex risk, and substance-related sexual risk. Items included: “How many different people have you
had sex with in the past 30 days or month?”, with an open ended response; “Have you ever been
tested for HIV/AIDS?”, with response options: yes and no; “Did you use a condom (rubber),
dental dam, or Saran Wrap the last time you had oral sex?”, with response options: yes, no, and
I have never willingly had oral sex; and “Did you drink alcohol or use drugs before you had
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vaginal sex the last time?”, with response options: yes, no, and I have never willingly had
vaginal sex, respectively.
Knowledge of sexual health information. Sexual health knowledge was represented by
two constructs: HIV-related Knowledge and Lubricant Safety Awareness. The total sum scores
from measures of both constructs were used as continuous dependent measures of knowledge of
sexual health information.
HIV-related knowledge. The Brief HIV Knowledge Questionnaire (HIV-KQ-18; Carey
& Schroder, 2002), which contains 18 statements regarding HIV knowledge related to sexual
transmission, was used (see Appendix F). Participants responded to each statement with true,
false, or don't know. Correct answers were scored as 1, and responses of “don’t know” were
deemed incorrect and scored as 0 along with incorrect responses. A total HIV knowledge score
was computed by summing the number of items correctly answered, with a score range from
0−18, where higher scores indicated greater HIV related-knowledge. The test-retest stability
coefficients have varied between .76 and .94, indicating satisfactory to excellent reliability. The
HIV-KQ-18 has detected HIV knowledge gains resulting from numerous interventions (Carey &
Schroder, 2002). Cronbach’s α coefficients from other studies indicate that the scale has good
internal consistency, with α values ranging from .75 to .89. In the current study, the Cronbach’s
alpha coefficient was .76.
Lubricant safety knowledge. Knowledge of lubricant safety was measured using three
questions (see Appendix F). One item was included from the HIV-KQ-18 (Carey & Schroder,
2002): “Using Vasoline or baby oil with condoms lowers the chance of getting HIV,” with
response options true, false, or don’t know. Correct answers were scored 1, “don’t know” and
incorrect responses were scored 0. Two items were included from the Condom Use Skills

27

Checklist (Stanton, 2009) in which participants were asked to classify statements as being a
correct or incorrect step in condom use: “Apply a water based lubricant (i.e. K.Y. Jelly),” and
“Apply an oil-based lubricant (i.e. Oil, Vaseline, lotion),” with scoring options of 1, if classified
correctly, and 0, if classified incorrectly. The total lubricant safety knowledge score ranged from
0 to 3.
Condom-related self-efficacy. Condom-related self-efficacy was represented by four
different variables: condom negotiation strategies, condom use errors and problems, correct
condom use, and condom attitudes. Total sum scores of these measures were used for continuous
dependent assessments of condom-related self-efficacy.
Condom negotiation strategies. The Condom Influence Strategies Questionnaire (CISQ)
is a self-administered measure of an individual’s condom negotiation strategies (Noar, Morokoff,
& Harlow, 2002: see Appendix F). The CISQ has 24 items measuring an individual’s ability to
persuade a relationship or casual sex partner to wear a condom during sex. Questions are
answered using a 5-point Likert scale ranging from 1 (very likely) to 5 (very unlikely). In this
study, all participants were asked to think about their most recent sexual partner, when
answering, and to consider how they would react even if they had not engaged in some of these
activities. There are six strategies represented in the CISQ that heterosexual men and women
have used to encourage partners to use condoms: withholding sex, direct request, seduction,
relationship conceptualizing, risk information, and deception. Although initially designed for
heterosexual individuals, this measure was reviewed by the lead investigator and by community
agency staff, who serve the Lesbian, Gay, Bisexual, and Transgender (LGBT) community, and
was deemed appropriate for use with LGBT populations. The CISQ provides a full-scale and
individual subscale scores. For this study, the total sum score was used, which typically ranges
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from 24 to 120. Higher scores indicated higher endorsement of condom use influencing
strategies. Cronbach’s alphas for the complete scale have ranged from .78 and .95 (Noar et al.,
2002). In the current study, the Cronbach’s α coefficient was .98. Previous research has
concluded that the CISQ is positively related to sexual assertiveness, condom self-efficacy,
communication between partners, consistent condom use intentions, and condom use (Noar et
al., 2002).
Condom use errors and problems. The Condom Use Errors and Problems List was
developed by Crosby, Sanders, Yarber, Graham, and Dodge (2001) to assess 28 condom use
errors and potential problems that college students may make while using condoms (see
Appendix F). Errors include problems related to technical difficulties of condom use, condom
availability, and condom-related communication. A one-month recall period was used for this
study to allow for measurement of change from the start of the study to the one-month follow-up.
The development of this questionnaire was originally informed by widely cited correct condom
use guidelines and studies of condom use errors among college-aged men (Crosby et al., 2001).
This measure has also been used with female college students (Crosby et al., 2003; Sanders,
Graham, Yarber, & Crosby, 2003). In the current study, the Cronbach’s α coefficient was .56.
Correct condom use. Correct condom use was assessed with the Condom Use Skills
Checklist (CUSC), which consists of 16 statements that include both correct and incorrect items
(Stanton, 2009: see Appendix F). This scale was adapted from the Focus on Youth with
ImPACT: Adolescent HIV Prevention Program for African-American Youth curriculum
(Stanton, 2009). Each item consists of a single step that is important in the prevention of
STIs/HIV. Eight of the items are steps involved in correct condom use while the other eight
items do not constitute safe condom use steps. Participants received one point for accurate

29

designation of each correct and incorrect item, with possible scores ranging from 0 to 16. The
Cronbach’s alpha for the CUSC is adequate at .63 (Stanton, 2009). In the current study, the
Cronbach’s α coefficient was .55. Research has indicated that HIV/AIDS knowledge is
positively correlated with the CUSC score (Stanton, 2009).
Condom attitudes. Condom attitudes were measured by the UCLA Multidimensional
Condom Attitudes Scale (MCAS: see Appendix F). The MCAS is a 25-item self-report measure
designed to quantify attitudes regarding condoms (Helweg-Larsen & Collins, 1994). Response
options range from strong disagreement (1) to strong agreement (7). All negatively-worded
items were reverse coded, so that higher scores reflected positive condom-related attitudes and/or
greater future condom use intentions. The total sum score of the MCAS ranged from 25 to 175.
The MCAS incorporates five distinct factors: (a) the reliability and effectiveness of condoms, (b)
the pleasure associated with condom use, (c) the stigma attached to being a condom user, (d) the
embarrassment associated with the negotiation and use of condoms, and (e) the embarrassment
associated with the purchase of condoms (Helweg-Larsen & Collins, 1994). These five factors
have been found to account for approximately 65% of the variance in the total condom attitudes
score in a factor analysis study (Helweg-Larsen & Collins, 1994). Reported Cronbach’s alpha
values are generally high, ranging from .74 to .94 (Helweg-Larsen & Collins). In the current
study, the Cronbach’s α coefficient was .83.
Risky sexual behaviors. Risky sexual behaviors were assessed using two different
measures: the Sexual Risk Survey and the Safe Sex Behavior Questionnaire. Both of these
measures’ total sum scores were used as continuous dependent measures of risky sexual
behavior.
Sexual risk behaviors. The Sexual Risk Survey (SRS) consists of 23 items designed to
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assess the frequency of sexual risk-taking behaviors among college students (Turchik & Garske,
2008; see Appendix F). Each item has the potential to have different reported frequency values,
but each item is recoded into five ordinal categories (0–4). Since data acquired using this
measure are frequently negatively skewed, the following guideline has been developed by the
researchers to classify and recode the frequencies of responses that are greater than zero. The
SRS items are recoded into five ordinal categories where 0 = 0, 1 = 40% of responses, 2 = 30%
of responses, 3 = 20% of responses, and 4 = 10% of responses. The total recoded sum score for
this measure ranges from 0 to 92. Higher scores on the SRS indicate greater sexual risk taking.
The internal consistency of the total SRS is .88 (Turchik & Garske, 2008). The Cronbach’s α
coefficient for the current study was .93. For this study, the time frame assessed was modified to
the past month to allow for measuring change across the one-month follow-up period.
Safe sex behaviors. The Safe Sex Behavior Questionnaire consists of 24 items designed
to measure frequency of use of recommended safe sex practices that reduce HIV risk (see
Appendix F). The risks associated with exposure to HIV and transmission of HIV are classified
into one of the following categories: (a) protection during intercourse, (b) avoidance of risky
behaviors, (c) avoidance of bodily fluids, and (d) interpersonal skills (Fisher, Davis, Yarber, &
Davis, 2010). Higher scores indicate engagement in more safe sex behaviors. Initial reliability
for the total scale has been reported as .82 among college freshmen (Dilorio, Parsons, Lehr,
Adame, & Carlone, 1992). In the current study, the Cronbach’s α coefficient was .87.
Acceptability Measure. The Acceptability Questionnaire was designed for this study
and consists of two questions regarding participants’ rating of the acceptability of the
intervention they received (see Appendix F). These questions, which were included in the postassessment, are: “I would participate in this event again” and “I would suggest this event to a

31

friend or family member,” with response options ranging from strongly disagree (5) to strongly
agree (1). The total possible score ranged from 2 to 10. Two qualitative open response questions
were also included: “Tell us at least one thing you liked about the intervention and why,” and
“Tell us at least one thing you did not like about the intervention and why.” These questions
were used to assess the acceptability of the interventions. In the current study, the inter-item
correlation was .75.
Feasibility measure. The Condom Carnival Participation Form (see Appendix D) was
used to track participants’ engagement in the eight interactive Condom Carnival activities.
Facilitators used station specific indicators to mark participants’ forms after they finished an
activity. The eight stations included: Condom Chat (practiced responses to condom excuses),
Condom Break (saw how many marbles fit into a condom), Do It Right (demonstrated how to
use a condom correctly), Safety Lube 101 (divided lubricants into safe and unsafe), Testing
Makes Us Stronger (taught signs/symptoms of STIs and the importance of testing), Having Sex?
With Whom? (calculated sexual risk by reviewing sexual exposure chart), Going Down Safely
(taught oral sex risks and importance of using protection), and Sober Sex is Safer Sex (taught
sober sex is often safer and more fun). The Participation Form aided in assessing the general
feasibility of the Condom Carnival station activities by indicating whether the participants had
different levels of participation between the different activities.
Procedures
Facilitator training. HIV prevention workers from the Memphis community, with whom
the research investigator had worked in the past, facilitated the HIV/STI 101 Education
intervention and VOICES/VOCES intervention. Twenty-five undergraduate and graduate
students from The University of Memphis were trained by the research investigator to facilitate
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the Condom Carnival. Training topics included: working with emerging adult college student
populations, strategies for gathering sensitive information, study procedures and protocol, and
facilitating the Condom Carnival intervention. The Condom Carnival station activities were run
by these trained peer facilitators using written instructions (Appendix G). The initial training
lasted approximately 4 hrs. Specifically, group training (approximately 2 hrs) was followed by
small group training for each of the differerent activities (approximately 1 hr). The last hour
consisted of a run through of the Condom Carnival intervention during which facilitors had the
opportunity to both faciliate their activity and be a participant in the Condom Carnival. Trained
students were required to log 5 hrs of individual self-study on their assigned intervention. One
week later, a 1-hr check-out training was held to test competency in facilitating assigned
Condom Carnival activity stations using the Fidelity Checklist (See Appendix H). Students who
needed remediation training received it based on their individual knowledge or skill deficits.
Recruitment. Following IRB approval, students enrolled in summer and fall psychology
courses were invited to participate in this study. Students from other disciplines were also invited
to participate to increase the size of the participant pool and to aid generalizability. The lead
investigator asked instructors to provide extra credit to the students who volunteered to
participate in the study. All students were invited to participate via direct classroom invitation by
student research assistants using a standardized script (Appendix I), by posters displayed
campus-wide (Appendix B), and through the Department of Psychology’s subject pool system
(SONA). Research assistants explained that the study consisted of: the completion of an initial
questionnaire, participation in an intervention, completion of an immediate post-assessment, and
ending with completion of a one-month follow-up assessment. Students who indicated their
interest in the study signed up via the SONA System. When students logged onto the SONA
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System website, they were presented with all active research studies available for the university’s
psychology department. Upon choosing and signing up for the study, each participant was
invited to participate in the study at a designated date and time.
Study phases. The study was conducted in three phases.
Phase 1. The day of the intervention, students were introduced to the study by a trained
peer facilitator. The IRB-approved consent form (Appendix J) was verbally reviewed in small
groups led by a trained peer facilitator. Opportunities were provided for participants to ask
questions. Participants were also asked to independently review the consent form. Those who
decided to participate were asked to check the “Yes” box on the consent form and complete a
future contact form (see Appendix K) so they could be contacted for the one-month follow-up.
The consent form described the purpose and procedures of the study, including instructions for
completing the one-month follow-up assessment. All consenting students were asked to create a
reproducible personal identification number using the Subject ID Calculation form (see
Appendix L), which protected their identity and was used to identify their data throughout the
study. This form gave participants a unique ID that could not be tied to their identifying
information but was used to match pre-assessment, post-assessment, and follow-up data.
After creating their personal identification number, participants were provided a link to a
secure webpage where they entered their ID and completed the pre-assessment. All
questionnaires were administered using the Qualtrics Online Survey Software through the SONA
System portal. The pre-test took approximately one hour to complete, and participants received
one hour of SONA research credit for their time.
Phase 2. Upon completing the pre-assessment, participants were randomly assigned to
one of three conditions – HIV/STI 101 (education-only control group), VOICES/VOCES

34

(treatment control group), or Condom Carnival (experimental group). Table 3 illustrates the
efficacy aims for this study, respective content areas addressed by each intervention, and a
matched list of content measures and dependent outcomes that were assessed. All participants
were presented with information designed to reduce their risk of pregnancy, HIV, and other
STIs. Research assistants used a checklist to collect fidelity data for each intervention group.
Facilitators also completed fidelity measures. The lead investigator, who has extensive
experience with HIV prevention interventions, monitored fidelity. Intervention groups are
described below:
(A) The education-only control group participants were given an HIV/STI 101
education lecture via PowerPoint and received STI/HIV prevention information including
websites, hotlines, pamphlets, and contact information for campus and community testing
agencies. The education-only group intervention took 1 hr to complete. A HIV/STI 101 Fidelity
Form was completed to ensure adherence to the presentation’s core concepts (see Appendix M).
There were approximately 20 participants per group until 42 participants had participated. Upon
completion of the HIV/STI 101 intervention, participants returned to a computer lab where they
completed their post-assessment.
(B) The treatment-control group participants received VOICES/VOCES, an
intervention validated by CDC as an effective behavioral intervention (EBI) for HIV prevention
(O'Donnell, O’Donnell, Doval, Duran, & Labes, 1998). VOICES/VOCES is a single-session,
culturally-specific, video-based intervention for clinics serving individuals with STIs. Adherence
to the VOICES/VOCES curriculum was monitored with the VOICES/VOCES Fidelity
Checklist.
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Table 3
Respective Content Areas Addressed in Each Intervention: Experimental (Condom Carnival), Treatment Control (VOICES/VOCES), and
Education-Only (HIV/STI 101) with a Matched List of Content Measures and Specific Dependent Outcome Variables
Specific Aims

Intervention
Content Areas

Specific Content Areas Addressed by Each Intervention
Treatment
Experimental
Education-only
Control
Condom Carnival
HIV/STI 101
VOICES/VOCES

HIV-related
Knowledge

Get Tested!

Lubricant Safety
Knowledge

Safety Lube 101

Condom Negotiation
Strategies

Condom Chat

Knowledge of
Sexual Health
Information

Up-to-date
information
about HIV/STIs

HIV/STI
signs/symptoms;
protection
importance

–

–

Video - Condom
Negotiation
Discussion Condom
Negotiation

Condom-related
Self-efficacy

Condom Use Errors
and Problems

Do It Right

Correct Condom
Use

Do It Right

–

–

–

Condom
demonstration

Measures of
Content Areas
Brief HIV
Knowledge
Questionnaire (HIVKQ-18)

Dependent
(Outcome)
Variables

HIV Knowledge

HIV-KQ-18 &
CUSC Lubricant
Questions

Lubricant Safety
Knowledge

Condom Influence
Strategies
Questionnaire
(CISQ)

Condom
Negotiation
Strategies

Condom Use Errors
and Problems List

Condom Use Errors
and Problems

Condom Use Skills
Checklist (CUSC)

Correct Condom
Use
Condom Use at Last
Sex

–

Future Condom Use
Intentions
Condom Attitudes

–

Condom Break
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–

UCLA
Multidimensional
Condom Attitudes
Scale (MCAS)

Condom Attitudes

Table 3 (Continued)
Respective Content Areas Addressed in Each Intervention: Experimental (Condom Carnival), Treatment Control (VOICES/VOCES), and Education-Only
(HIV/STI 101) with a Matched List of Content Measures and Specific Dependent Outcome Variables
Specific Content Areas Addressed by Each Intervention
Specific Aims

Intervention
Content Areas

General Awareness
of Risky Sexual
Behaviors
Multiple Partners

Risky Sexual
Behaviors

Experimental
Condom Carnival
All Table Activities

Treatment
Control
VOICES/VOCES
Video and
Discussion

Education-only
HIV/STI 101
Risk regarding
HIV/STIs

Measures of
Content Areas

(1) Sexual Risk
Survey (SRS)
(2) Safe Sex
Behavior (SSB)

Having Sex With
Whom?

Oral Sex

Going Down Safely

Substance Use

Sober Sex is Safer Sex

Lack of STI/HIV
Testing

Get Tested!

Video

Number of Sexual
Partners in Last
Month

–

STIs through oral
sex

Sexual History

Protection Use at
Last Oral Sex

–

–

Sexual History

Substance Use at
Last Sex

Consequences of
risky sexual
behavior:
pregnancy;
STI/HIV

Sexual History

HIV Testing History
in Last Month

Video – couple
getting tested
together
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General Awareness
of Risky Sexual
Behaviors

Sexual History
–

Notes. – = Not included in the intervention.

Dependent
(Outcome)
Variables

The VOICES/VOCES group intervention had 4-8 participants per group as suggested by the
intervention creators until 39 individuals had participated. Participants watched a 45-min video
and then engaged in an interactive group discussion to reinforce the STI/HIV prevention
message. Specifically, participants were urged to discuss the problems they encountered when
attempting to use condoms and discuss approaches to increase condom use. Activities included:
role-playing condom use excuses and related responses and watching a demonstration of correct
condom use with a penis replica. Using the VOICES/VOCES intervention, researchers have
demonstrated decreased STI infection rates among participants. Upon completion of the
VOICES/VOCES intervention, participants returned to a computer lab where they completed
their post-assessment.
(C) The experimental group participated in The Condom Carnival, an hour-long
experiential and interactive group intervention, which was developed by the lead investigator.
There were approximately 20 participants per group until 37 individuals had participated. Upon
arriving at the Condom Carnival, participants were greeted by colorful posters designed with
condom packets, dental dams, and male condoms illustrating the types, styles, colors, and flavors
available. To further promote condom use, peer facilitators wore “condom necklaces.” There
were ten activity stations with two peer facilitators per station: (1) Sign-In Start - participants
were given a Condom Carnival Participation Form that they carried around to track their
engagement in the various Condom Carnival activities. They were asked to write their
identification number at the top of their Participation Form. Participants were informed that their
Participation Forms would remain confidential; (2) Do It Right – participants watched a live
condom demonstration and practiced correct condom use on racially-matched penis replicas; (3)
Safety Lube 101 – participants divided lubricants into those that were safe and unsafe for
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condom use; (4) Condom Chat – participants attempted to convince peer facilitators to use a
condom by responding twice to three different excuses not to use a condom; (5) Condom Break –
participants experimented with how many marbles were able to fit into a condom before it
breaks; (6) Get Tested! – participants received information about the signs and symptoms of
STIs/HIV, played a matching game of symptoms/facts/STIs, learned about the importance of
STI/HIV testing, and received a list of free testing locations on campus and in the community;
(7) Having Sex With Whom? – participants were exposed to information on sexual risk by
studying a sexual exposure chart and using an online tool to calculate their risk based on their
number of sexual partners; (8) Going Down Safely – participants were provided with
information on risks associated with oral sex and the importance of using non-lubricated or
flavored condoms and dental dams for protection. They were asked to divide lubricants and
condoms/dental dams into categories specific for oral sex and vaginal/anal sex and sampled
flavors of condoms/dental dams and lubricants used for oral sex; (9) Sober Sex is Safer Sex –
participants learned about the risks associated with using substances while engaging in sexual
activities. This was accomplished via playing a guessing game where participants answered
true/false questions and then lifted a flap to reveal further information about the risks associated
with using substances while engaging in sex using the “Top Ten Reasons Why Sober Sex is
Better Sex” PowerPoint (University of New Hampshire Health Services, 2009); and (10) Finish
Table – participants turned in their Participation Form and received a safe sex packet incentive
(see Table 2 for a more thorough overview of the Carnival Condom activity tables including a
description of activity station jobs and written directions used by table facilitators). At each
station, facilitators tracked participant progress by marking Participation Forms with color-coded
station-specific indicators. Except for stations 1 and 10, participants completed the Condom
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Carnival in any order. Participants were told that the intervention would take about an hour, and
this was monitored. They were not required to visit all the activity tables before the intervention
ended. Fidelity was monitored through completion of the Condom Carnival Fidelity Checklist
(see Appendix H).Upon completion of the Condom Carnival, participants returned to a computer
lab to complete their post-assessment.
Phase 3. Upon completion of their respective conditions (i.e., education-only control,
VOICES/VOCES treatment control, or experimental Condom Carnival), participants completed
a post-intervention assessment using Qualtrics. At the conclusion of the post-assessment,
participants received a Debriefing Form (see Appendix N), which reoriented them to the purpose
of the study and provided contact information to discuss the study or obtain services. All were
invited to complete the one-month follow-up assessment. Participants were assigned two
additional SONA credits as compensation for their engagement in the intervention and postassessment. All participants were offered a safe sex packet, which included instructions for using
condoms correctly, a list of STI testing sites (Appendix O), an array of condoms, and safe
lubricants.
Phase 4. Approximately one month after the intervention, participants were prompted by
email to complete the online follow-up assessment on Qualtrics. The follow-up assessment was
identical in both format and content to the baseline assessment and took approximately one hour
to complete. Participants received reminder emails twice a week for two consecutive weeks until
they completed the follow-up assessment. The email message contained a link to the Qualtrics
survey. Participants were prompted to enter their personal identification number [using the same
Subject ID Calculation form (Appendix L)]. After completing the survey, participants received a
second Debriefing Form (Appendix P) describing the purpose of the study in greater detail and
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thanking them for their participation. They were also given contact information for the lead
investigator and information about safer sex resources on campus and in the community. All
participants who indicated interest in completing the follow-up assessment at the postassessment received a reminder phone call after two consecutive weeks of non-response to the
emails. Participants who completed the follow-up assessment were emailed a $20 electronic gift
card as compensation for their time.
Data Analytic Plan
Analyses Preceding Hypothesis Testing
Power analysis. G*Power (Faul, Erdfelder, Buchner, & Lang, 2009; Faul, Erdfelder,
Lang, & Buchner, 2007) was used to compute the required sample size for the Mixed betweenwithin repeated measures ANOVAs with three groups and data collected at three time points,
based on Cohen’s d effect size. The required sample size was computed based on an alpha of .05,
a standard minimum for power of .80, an estimated medium effect size using partial eta-squared,
and assumed equal group sizes. To account for multiple repeated measures analyses, Bonferroni
correction was used. For five separate repeated measures analyses, .05 / 5 = .01 was the corrected
p-value. With Bonferroni’s correction and a p-value of .01, a minimum total sample size of 99
(33 per group) was needed with a conservatively estimated partial eta-squared of .15 (meaning
15% of the variance would be predicted indicating a medium effect size). Including an additional
20% of the recommended sample size to account for attrition, the investigator anticipated at least
120 participants (40 participants per group) in order to meet the required sample size based on
G*Power calculations (Faul et al., 2009; Faul et al., 2007). Of note, repeated measures analyses
also produced a post hoc power estimate. These post hoc power calculations were also
considered after the analyses had been conducted (Welsh, 2010).
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Descriptive statistics. In addition to hypothesis-driven analyses, descriptive statistics
were run to determine the distribution of each variable and to check for data entry errors. Data
were checked for missing values. Missing values were analyzed for patterns using SPSS.
Replacement of missing values was assessed on a survey-by-survey basis. Individual surveys
with greater than 20% missing data were eliminated from analyses (Peng, Harwell, Liou, &
Ehman, 2006). Five participants were missing greater than 20% of their data on measures given.
In surveys with less than 20% missing data, mean substitution was made. A total of eight mean
substitutions were made on individual data points. The value that was inserted for the mean was
derived from the individuals’ mean on the answered scale items or subscale items, if applicable.
Frequencies were run and histograms plotted to examine normality, skewness, and kurtosis and
to identify ceiling and floor effects. After examination, the only assessments with skewness and
kurtosis concerns were measures of sexual health knowledge, HIV-KQ-18 and lubricant safety
awareness. Both of these measures are subject to ceiling effects as they are knowledge-based. No
correction was made, as there is not an alterative non-parametric test for Mixed within-betweensubjects ANOVAs. Outliers were identified using studentized residuals and addressed with
truncated replacement.
Analyses Used for Hypothesis Testing: To Examine Cross-Sectional and Longitudinal
Effects of the Interventions Across Time
McNemar’s Test. McNemar’s Test, a non-parametric test, was used to analyze changes
in four dichotomous dependent variables for the same participants over time (from preintervention to follow-up) independently for each of the three intervention groups. The
dependent single-item variables included: participants’ condom-related self-efficacy as measured
by condom use at last sex as well as participants’ risky sexual behaviors as measured by HIV
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testing history in the last month, oral sex risk at last oral sex, and substance-related sexual risk at
last vaginal sex. We hypothesized there would be increases from pre-test to follow-up in the
proportion of Condom Carnival and VOICES/VOCES participants who used a condom at last
sex and increases in the proportion of Condom Carnival and VOICES/VOCES participants who
were tested for HIV within the last month. We also hypothesized there would be decreases from
pre-test to follow-up in the proportion of Condom Carnival and VOICES/VOCES participants
who did not use protection during their last episode of oral sex and decreases in the proportion of
Condom Carnival and VOICES/VOCES participants who used substances before or during their
last episode of vaginal sex.
Repeated Measures ANOVA. Data were analyzed using a Time X Intervention (3 X 3
and 2 X 3) Repeated Measures ANOVA. Time (pre/post/follow-up and pre/follow-up) and
Intervention (HIV/STI 101, VOICES/VOCES, and Condom Carnival) were the independent
variables. Using Repeated Measures ANOVAs, ten continuous dependent variables were
analyzed separately as outcome variables. Participant’s sexual health knowledge was measured
by HIV-related knowledge (HIV-KQ-18 total score) and lubricant safety awareness (three-item
measure). Participant’s condom-related self-efficacy was measured by condom negotiation
(CISQ total score), correct condom use (CUSC total score and Condom Use Errors and Problems
List total score), condom attitudes (MCAS total score), and future condom use intentions (single
item). Participant’s risky sexual behaviors were measured by number of sexual partners in the
last month and general sexual risk (SRS and SSBQ total scores). We hypothesized that there
would be a main effect for time, i.e., there would be significant mean differences of post-test and
follow-up scores compared to pre-test scores among all the participants in the study on HIVrelated knowledge (HIV-KQ-18 total score), lubricant safety awareness (three-item measure),
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condom negotiation (CISQ total score), correct condom use (CUSC total score and Condom Use
Errors and Problems List total score), condom attitudes (MCAS total score), future condom use
intentions (single item), number of vaginal sexual partners in the last month (single item) and
general sexual risk (SRS and SSBQ total scores). We also hypothesized that there would be a
Main Effect for Intervention, i.e., there would be significantly greater mean improvements in the
Condom Carnival and VOICES/VOCES groups compared to the HIV/STI 101 group with regard
to the study outcome variables listed above. We also hypothesized that there would be significant
Interaction Effects. We hypothesized that at pre-test means of outcome variables would not differ
among the three intervention groups. Further, we hypothesized that at post-test and follow-up
greater improvements would be found among the Condom Carnival and VOICES/VOCES
groups compared to the HIV/STI 101 group among all study outcome variables. Post hoc tests
(LSD, Bonferroni, and Sidak) were used to identify where significant results specifically lie after
statistical significance was found in the omnibus tests.
One-way ANOVA. A one-way ANOVA was conducted on the acceptability continuous
dependent outcome variable (two-item measure) to determine if intervention acceptability
differed based on intervention group. We hypothesized that the Condom Carnival would have
significantly greater acceptability than VOICES/VOCES and HIV/STI 101.
Results
Effects of Randomization
The randomization of participants to intervention groups succeeded in creating equivalent
pre-intervention groups. There were no differences in pre-intervention sociodemographic
characteristics (sex, age, race, ethnicity, education, income, relationship status, or sexual
orientation), sexual behaviors (number of vaginal sexual partners in the last month, condom use
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at last vaginal sex, or substance use at last vaginal sex), sexual health knowledge, condomrelated self-efficacy, or sexual risk.
Attrition and Retention
At the one-month follow-up, 92 participants were retained in the RCT (HIV/STI 101: n =
26 (70%); VOICES/VOCES: n = 34 (87%); and Condom Carnival: n = 32 (76%)). A chi-square
analysis indicated there was not a significant difference in dropout across interventions, χ2 (2, N
= 92) = 3.28, p = .194. On average, follow-up data collection occurred 38.3 days (SD = 9.5) after
the intervention (goal was 30 days). There were no statistically significant sociodemographic
differences between the 92 participants who completed follow-up and the 27 participants lost to
follow-up (1 from pre-intervention to post-intervention and 26 from post-intervention to followup: HIV/STI 101: n = 11; VOICES/VOCES: n = 5; and Condom Carnival: n = 10).
Characterization of This Sample
Participants’ sexual behaviors. Eighty-two percent (n = 98) of these college student
participants reported having willingly had sex (vaginal, oral, and/or anal sex) in their lifetime.
Seventy-six percent (n = 90) had previously had vaginal sex. Thirty percent (n = 36) had
previously engaged in anal sex. Seventy-nine percent (n = 94) had previously had oral sex.
Twenty percent (n = 18), 33% (n = 12), and 20% (n =19) of participants reported using alcohol
or drugs before the last time they had vaginal, anal, or oral sex, respectively.
Sex education. Sixty-two percent (n = 74) had attended a class or talk on family life or
sex education. Fifty-four percent (n = 64) of participants reported having previously seen a male
condom demonstration. Thirty-five percent (n = 42) of participants had heard of a dental dam,
and thirteen percent (n = 15) reported that they knew how to use one. Of female participants who
had engaged in vaginal sex (n = 69, 75%), 23% (n = 16) of participants indicated that they had
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been pregnant with 81% (n = 13) indicating that the pregnancy was unplanned. Of female
participants who had engaged in vaginal sex and were not currently trying to get pregnant (n =
68, 99%), 25% (n = 17) indicated that they have sexual intercourse but do not typically use birth
control.
Sexually transmitted infections. Fifty-eight percent (n = 57) of sexually active
participants indicated that they had been tested for HPV, chlamydia, syphilis, herpes, genital
warts, gonorrhea, or any other STI. Nineteen percent (n = 19) of participants had been told by a
doctor or health professional that they had an STI. Fifty-six percent (n = 54) of sexually active
participants indicated that they had been tested for HIV/AIDS. No participants indicated that
they previously had been told by a doctor or health professional they had HIV/AIDS.
Participants reported frequencies of HIV knowledge (see Table 4).
Condom use. Among the 76% (n = 90) of participants who had ever had vaginal sex,
86% (n = 77) indicated that they and their partners had ever used a condom. Twenty-one percent
(n = 19) of participants (who are not trying to get pregnant) indicated that they use a condom
every time they have sex. Forty percent (n = 35) of participants (who are not trying to get
pregnant) reported using a condom the last time they had vaginal sex. For participants who are
not trying to get pregnant yet who did not use a condom the last time they had vaginal sex, they
indicated their main reason was: have only one faithful partner (53%), reduces sexual pleasure
(14%), trusted all my partners (12%), wanted condom but did not have one (4%), did not want to
use one (4%), I hate condoms (2%), difficulty in maintaining an erection while having a condom
on (2%), and allergic to latex (2%). Of 30% (n = 36) of participants who had ever had anal sex,
36% (n = 13) reported using a condom the last time they had anal sex.
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Table 4
Frequencies of Responses for HIV Knowledge at Pre-intervention (HIV-KQ-18)
Question

% of Responses
Correct
76.5

Incorrect
23.5

2. A person can get HIV by sharing a glass of water with
someone who has HIV.
3. Pulling out the penis before a man climaxes/cums
keeps a woman from getting HIV during sex.
4. A woman can get HIV if she has anal sex with a man.

76.5

23.5

85.7

14.3

81.5

18.5

5. Showering, or washing one's genitals/private parts,
after sex keeps a person from getting HIV.
6. All pregnant women infected with HIV will have
babies born with AIDS.
7. People who have been infected with HIV quickly show
serious signs of being infected.
8. There is a vaccine that can stop adults from getting
HIV.
9. People are likely to get HIV by deep kissing, putting
their tongue in their partner's mouth, if their partner has
HIV.
10. A woman cannot get HIV if she has sex during her
period.
11. There is a female condom that can help decrease a
woman's chance of getting HIV.
12. A natural skin condom works better against HIV than
does a latex condom.
13. A person will NOT get HIV if she/he is taking
antibiotics.
14. Having sex with more than one partner can increase a
person's chance of being infected with HIV.
15. Taking a test for HIV one week after having sex will
tell a person if she/he has HIV.
16. A person can get HIV by sitting in a hot tub or
swimming pool with a person who has HIV.
17. A person can get HIV from oral sex.

83.2

16.8

57.1

42.9

88.2

11.8

68.9

31.1

54.6

45.4

86.6

13.4

1. Coughing and sneezing DO NOT spread HIV.

Mean
(SD)
.765
(.426)
.765
(.426)
.857
(.351)
.815
(389)
.832
(.376)
.571
(.497)
.882
(.324)
.689
(.465)
.546
(.500)

.866
(.343)
63.0
37.0
.630
(.485)
31.9
68.1
.319
(.468)
75.6
24.4
.756
(.431)
96.6
3.4
.966
(181)
46.2
53.8
.462
(.500)
77.3
22.7
.773
(.421)
76.5
23.5
.765
(.426)
18. Using Vaseline or baby oil with condoms lowers the
63.9
36.1
.639
chance of getting HIV.
(.482)
Note. There was not a significant difference in participants’ HIV knowledge among the three
interventions, p = .765.
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Of 79% (n = 94) of participants who had ever had oral sex, 5% (n = 5) reported using a condom,
dental dam, or saran wrap the last time they had oral sex. Participants reported frequencies of
using condom negotiation strategies (see Table 5) and correct condom use skills (see Table 6).
Assumptions
Across all analyses, data were examined for outliers, normality, skewness, and kurtosis.
Several variables had outliers across time points, as assessed by boxplot and studentized
residuals. For each outlier, truncated replacement was used by replacing the outlier’s value with
the nearest value that was not identified as an outlier. There were several instances where the
data was not normally distributed, as assessed by Shapiro-Wilk's test of normality and Normal
Q-Q plots. As the Mixed Design ANOVA is relatively robust to violations of normality in which
the plot pattern is similar, analyses were continued. There were several instances of
heterogeneity of error variance as assessed by Levene's test of homogeneity of variances. As
there is not an alternative non-parametric test for Two-way Mixed ANOVA, the analyses were
continued. On few occasions the assumption of homogeneity of covariances was not met, as the
value for the Box’s M test was p < .001. When the assumption of sphericity for the interaction
was not met according to Mauchly's test of sphericity p < .05, then the Huynh-Feldt correction
was used. Given multiple comparisons, Bonferroni corrections were used throughout the
analyses. Specifically, p of .05/2 = .025 was used for aims 1a and 1b; p of .05/5 = .01 was used
for aims 2a, 2bi, 2bii, 2c, 2e, 3a, 3ei, and 3eii; and p of .05/3 = .017 was used for aims 2d, 3bi,
3bii, 3c, and 3d. When interactions were significant in the Mixed Design ANOVA analyses,
Simple Main Effects were reported, which is consistent with previous research (IBM SPSS,
Historical Number 16833; Murphy, Armistead, Payne, Marelich, & Herbeck, 2016).
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Table 5
Frequencies of Use of Condom Negotiation Strategies at Pre-intervention (CISQ)
Question
% of Responses
Never

Rarely

Sometimes

Most of the time

Always

Mean (SD)

Tell my partner that I will not have
sex with him/her if we do not use
condoms.
Make it clear that I will not have sex
if condoms are not used.
Let my partner know that no condom
means no sex.
Refuse to have sex with my partner
unless condoms are used.
Ask that we use condoms during sex.

41.6

11.5

12.4

8.8

25.7

2.65
(1.67)

40.7

15.9

13.3

4.4

25.7

42.5

15.9

9.7

4.4

27.4

42.5

14.2

11.5

3.5

28.3

33.6

10.6

18.6

10.6

26.5

Make a direct request to use condoms.

34.5

14.2

14.2

10.6

26.5

Be clear that I'd like to use condoms.

31.0

15.0

14.2

10.6

29.2

Say that since we're going to have sex,
I'd like to use condoms.
Take out a condom to use without
saying a word.
Start "fooling around" and then pull
out a condom when it was time.
In the heat of the moment, take a
condom out to use.
Get my partner very sexually excited
and then take out a condom.
Tell my partner that since we love and
trust one another, that we should use
condoms.
Let my partner know that using a
condom would show respect for my
feelings.
Tell my partner that it would really
mean a lot to our relationship if he/she
would use a condom.
Tell my partner that using a condom
would really show how he/she cares
for me.
Tell my partner that if we don't use
condoms, then one of us could end up
with a sexually transmitted infection
(STI).
Let my partner know that there are so
many STIs out there that we should
use condoms.

32.7

15.0

12.4

11.5

28.3

41.1

9.8

15.2

10.7

23.2

46.4

5.4

10.7

18.8

18.8

47.3

13.4

13.4

10.7

15.2

49.1

9.8

13.4

13.4

14.3

52.7

10.7

9.8

7.1

19.6

2.58
(1.65)
2.58
(1.69)
2.61
(1.70)
2.86
(1.62)
2.81
(1.64)
2.92
(1.64)
2.88
(1.65)
2.65
(1.64)
2.58
(1.64)
2.33
(1.52)
2.34
(1.53)
2.30
(1.62)

50.9

8.9

8.0

6.3

25.9

2.47
(1.74)

58.0

6.3

5.4

8.0

22.3

2.30
(1.70)

59.8

8.9

4.5

4.5

22.3

2.21
(1.68)

59.8

8.9

7.1

4.5

19.6

2.15
(1.62)

58.9

9.8

6.3

6.3

18.8

2.16
(1.61)
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Table 5 (Continued)
Frequencies of Use of Condom Negotiation Strategies at Pre-intervention (CISQ)
Question
% of Responses
Never

Rarely

Sometimes

Most of the time

Always

Mean (SD)

Tell my partner that using a condom
59.3
7.1
5.3
6.2
22.1
will protect us from STIs.
Tell my partner that we need to use
60.2
8.0
3.5
5.3
23.0
condoms to protect ourselves from
AIDS.
Make up a reason why I want him/her
77.7
8.9
2.7
3.6
7.1
to use a condom.
Tell my partner I only have sex with
77.7
6.3
5.4
5.4
5.4
condoms even though sometimes I
don't.
Make my partner think I always use
80.4
6.3
5.4
3.6
4.5
condoms when I have sex, even
though sometimes I don't.
Pretend that I'm really concerned
67.0
12.5
6.3
4.5
9.8
about pregnancy when my real
concern is STDs.
Note. There was not a significant difference in participants’ condom negotiation among the three
interventions, p = .573.

2.25
(1.69)
2.23
(1.70)
1.54
(1.18)
1.54
(1.15)
1.46
(1.06)
1.78
(1.33)

Table 6
Frequencies of Responses for Correct Condom Use Skills at Pre-intervention (CUSC)
Statements
% of Responses
Accurate
Inaccurate
Mean (SD)
Check the expiration date on the back of the
98.3
1.7
.983 (.129)
condom.
Tear along one side of the foil, being sure
98.3
1.7
.983 (.129)
not to rip the condom inside.
Put the condom on any time before you
ejaculate.
Put the condom on when the penis is erect
(hard), before there is any contact between
the penis and your partner’s body.
Unroll the condom before placing on the
penis.
Withdraw the penis while it is still erect
(hard) by holding the condom firmly in
place. Remove the condom.
Unroll the condom to approximately three
quarters of the way down the penis.
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92.4

7.6

.924 (.266)

94.1

5.9

.941 (.236)

87.4

12.6

.874 (.333)

42.9

57.1

.429 (.497)

71.4

28.6

.714 (454)

Table 6 (Continued)
Frequencies of Responses for Correct Condom Use Skills at Pre-intervention (CUSC)
Statements
% of Responses
Accurate
Inaccurate
Mean (SD)
Apply a water-based lubricant. (i.e. K.Y.
49.6
50.4
.496 (.502)
Jelly).
Squeeze the closed end of the condom
73.9
26.1
.740 (.441)
between your forefinger and thumb and
place the condom over the erect penis.
Wrap the used condom back in the foil to
99.2
0.8
.992 (.092)
save for next time.
Unroll the condom to the base (hair) of the
77.3
22.7
.773 (.421)
penis.
Apply an oil-based lubricant. (i.e. Oil,
84.9
15.1
.849 (.360)
Vaseline, lotion).
Withdraw the penis after it is no longer erect
42.0
58.0
.420 (.496)
(hard) by holding the condom firmly in
place. Remove the condom.
Put the condom on before the penis is erect,
84.9
15.1
.849 (.360)
before there is any contact between the penis
and your partner’s body.
Unroll the closed end of the condom so that
69.7
30.3
.698 (.461)
there is two inches between the end of the
condom and the tip of the penis.
Dispose of the used condom.
97.5
2.5
.974 (.157)
Note. There was not a significant difference in participants’ knowledge of correct condom use
skills among the three interventions, p = .788.

Aim 1: Compare Intervention Efficacy for Changing Sexual Health Knowledge
Aim 1a: Repeated Measures ANOVA was used to determine significant changes in
HIV-related knowledge (HIV-KQ-18) across time and intervention group. There was no
statistically significant interaction between intervention and time on HIV knowledge, F(4, 174) =
0.43, p = .785, partial η2 = .010. The main effect of time showed a statistically significant
difference in mean HIV knowledge at the different time points, F(2, 174)= 24.44, p < .001,
partial η2 = .219. There was a significant gain in HIV knowledge from pre- to post-intervention
(Mean difference = -1.63, SE = 0.25, p < .001) with a non-significant reduction in HIV
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knowledge at follow-up (Mean difference = 0.37, SE = 0.22, p = .259). This resulted in a
significant gain in HIV knowledge from pre-intervention to follow-up (Mean difference = -1.26,
SE = 0.27, p < .001). The main effect of intervention group was not significant, F(2, 87) = 1.34,
p = .268, partial η2 = .030. See Table 7 and Figure 1.
Aim 1b: Repeated Measures ANOVA was used to determine significant changes in
lubricant safety knowledge across time and intervention group. There was a statistically
significant interaction between the intervention and time on lubricant safety using the HuynhFeldt correction for violation of the assumption of sphericity, F(3.89, 169.12) = 10.21, p < .001,
partial η2 = .190. Simple main effect for group: There was not a statistically significant
difference in lubricant safety knowledge between intervention groups before the intervention
began, F(2, 115) = 0.26, p = .770, partial η2 = .005. There was a statistically significant
difference in lubricant safety knowledge between intervention groups immediately after the
intervention, F(2, 115) = 22.93, p < .001, partial η2 = .285. At post-intervention, lubricant safety
knowledge was significantly greater in the CC group (Mean difference = 0.997, SE = 0.163, p <
.001) and the V/V group (Mean difference = 0.943, SE = 0.166, p < .001) compared to the
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Table 7
HIV-related Knowledge (HIV-KQ-18) for Intervention Groups Across Time
HIV/STI 101
Time period
Pre-intervention
Post-intervention
Follow-up

n
26
26
26

M
13.38
15.23
15.00

VOICES/VOCES
SD
2.89
1.58
1.72

N
33
33
33

M
13.36
15.09
14.42

SD
3.71
2.75
2.98

Condom Carnival
n
31
31
31

M
12.74
14.06
13.84

SD
2.97
2.73
2.53

Across Time
n
90
90
90

M
13.161
14.782
14.392

The main effect of time was statistically significant, F(2, 174)= 24.44, p < .001, partial η2 = .219.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations
across intervention. Superscript numbers represent relations across time.
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SD
3.22
2.49
2.53

Figure 1. Graph of Two-Way Repeated Measures ANOVA of HIV-related Knowledge (HIVKQ-18) for Intervention Groups Across Time

HIV/ST 101 group. There was a statistically significant difference in lubricant safety knowledge
between intervention groups at follow-up, F(2, 87) = 13.26, p < .001, partial η2 = .234. At
follow-up, lubricant safety knowledge was significantly greater in the CC group (Mean
difference = 0.896, SE = 0.194, p < .001) and the V/V group (Mean difference = 0.851, SE =
0.191, p < .001) compared to the HIV/STI 101group. Simple main effect for time: There was a
statistically significant effect of time on lubricant safety knowledge for HIV/STI 101, F(2, 50) =
5.85, p = .005, partial η2 = .190. For the HIV/STI 101 group, lubricant safety knowledge
significantly decreased between pre-intervention and post-intervention (Mean difference = 0.538,
SE = 0.138, p = .002) with an increase between post-intervention and follow-up, which led to a
non-significant change in lubricant safety awareness from pre-intervention to follow-up (Mean
difference = 0.308, SE = 0.155, p = .173). There was a statistically significant effect of time on
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lubricant safety knowledge for the V/V group, F(2, 64) = 20.85, p < .001, partial η2 = .394. For
the V/V group, lubricant safety knowledge significantly increased from pre-intervention to postintervention (Mean difference = -0.818, SE = 0.154, p < .001) and was maintained at follow-up.
There was a statistically significant effect of time on lubricant safety knowledge for the CC
group using the Huynh-Feldt correction for violation of the assumption of sphericity, F(1.650,
49.501) = 3.69, p = .040, partial η2 = .109. See Table 8 and Figure 2.
Aim 2: Compare Intervention Effects in Changing Condom-related Self-efficacy
Aim 2a: Repeated Measures ANOVA was used to explore changes in participants’
condom negotiation (CISQ total score) across time and intervention group. There was no
statistically significant interaction between the intervention and time on condom negotiation,
F(4, 166) = 0.31, p = .874, partial η2 = .007. The main effect of time showed a statistically
significant difference in mean condom negotiation scores at the different time points, F(2, 166)=
33.87, p < .001, partial η2 = .290. There was a significant gain in condom negotiation scores
from pre-intervention to post-intervention (Mean difference = -24.85, SE = 3.32, p < .001) with a
significant reduction in condom negotiation from post-intervention to follow-up (Mean
difference = 15.80, SE = 2.69, p < .001); however, gains in condom negotiation from preintervention still remained at follow-up (Mean difference = -9.05, SE = 3.12, p = .014). The main
effect of group showed that there was not a statistically significant difference in condom
negotiation between intervention groups F(2,83) = 0.51, p = .603, partial η2 = .012. See Table 9
and Figure 3.
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Table 8
Lubricant Safety Knowledge for Intervention Groups Across Time
HIV/STI 101

VOICES/VOCES

Condom Carnival

Time period
n
M
SD
N
M
SD
n
M
SD
Pre-intervention
12
2.751
.452
11
2.731
.647
15
2.67
.617
a,2
b,2
b
Post-intervention
12
2.33
.651
11
3.00
.000
15
2.67
.617
Follow-up
12
2.67a,1
.492
11
2.91b,2
.302
15
2.87b
.352
There was a statistically significant interaction between intervention and time, F(3.89, 169.12) = 10.21, p < .001, partial η2 = .190.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations
across intervention. Superscript numbers represent relations across time.

Table 9
Condom Negotiation (CISQ total score for Intervention Groups Across Time
HIV/STI 101
Time period
Pre-intervention
Post-intervention
Follow-up

n
23
23
23

M
51.08
73.39
59.78

VOICES/VOCES
SD
27.2
29.3
28.4

N
34
34
34

M
55.06
77.85
62.29

SD
32.5
32.9
36.2

Condom Carnival
n
29
29
29

M
55.52
84.97
66.72

SD
31.7
32.6
30.6

Across Time
n
86
86
86

M
54.151
79.062
63.123

SD
30.58
31.83
32.13

The main effect of time was significant, F(2, 166)= 33.87, p < .001, partial η2 = .290
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations
across intervention. Superscript numbers represent relations across time.
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Figure 2. Graph of Two-Way Repeated Measures ANOVA of Lubricant Safety Knowledge for
Intervention Groups Across Time

Figure 3. Graph of Two-Way Repeated Measures ANOVA of Condom Negotiation (CISQ) for
Intervention Groups Across Time
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Aim 2b: Repeated Measures ANOVA was used to investigate changes in correct
condom use (Aim 2b, i – Condom Use Skills Checklist total score and Aim 2b, ii - Condom
Use Errors and Problems List total score) across time and intervention group.
Aim 2b, i: Condom Use Skills Checklist. There was a statistically significant interaction
between the intervention and time on correct condom use skills, F(4, 176) = 4.04, p = .004,
partial η2 = .084. Simple main effect for group: There was not a statistically significant
difference in correct condom use between interventions before the intervention began, F(2, 115)
= 0.24, p = .788, partial η2 = .004. There was a statistically significant difference in correct
condom use between interventions immediately after the intervention, F(2, 115) = 7.51, p = .001,
partial η2 = .115. At post-intervention, correct condom use was significantly greater in the CC
group (Mean difference = 1.85, SE = 0.48, p = .001) compared to the HIV/STI 101group. There
was a statistically significant difference in correct condom use among interventions at follow-up,
F (2, 88) = 3.31, p = .041, partial η2 = .070. At follow-up, correct condom use was significantly
greater in the CC group (M = 1.32, SE = 0.52, p = .036) compared to the HIV/STI 101group.
Simple main effect for time: There was not a statistically significant effect of time on correct
condom use for HIV/STI 101, F(1.677, 41.923) = 0.84, p = .422, partial η2 = .032. There was a
statistically significant effect of time on correct condom use for the V/V group, F(1.77, 58.25) =
7.21, p = .002, partial η2 = .179. For the V/V group, correct condom use did not significantly
increase from pre-intervention to post-intervention (Mean difference = -1.00, SE = 0.43, p =
.082; however, the continued gains in correct condom use from post-intervention to follow-up
led to a significant difference between pre-intervention and follow-up (Mean difference = -1.41,
SE = 0.41, p = .005). There was a statistically significant effect of time on correct condom use
for the CC group, F(2, 60) = 9.35, p = <.001, partial η2 = .238. For the CC group, correct

58

condom use significantly increased between pre-intervention and post-intervention (Mean
difference = -1.23, SE = 0.33, p = .003) with no statistically significant decline at follow-up. See
Table 10 and Figure 4.
Aim 2b, ii: Condom Use Errors and Problems List. A Two-Way Mixed Between-Within
Repeated Measures ANOVA could not be run on the Condom Use Errors/Problems Survey
because too few participants in the study reported using condoms three times in the last three
months.
Aim 2c: Repeated Measures ANOVA was run to determine if there were changes in
condom attitudes (MCAS total score), across time and intervention groups. Interaction:
There was a statistically significant interaction between the intervention and time on condom
attitudes using the Huynh-Feldt correction for violation of the assumption of sphericity, F(3.65,
160.68) = 2.78, p = .033, partial η2 = .059. Simple main effect for group: There was not a
statistically significant difference in condom attitudes between interventions before the
intervention began, F(2, 115) = 1.60, p = .207, partial η2 = .027. There was a statistically
significant difference in condom attitudes between interventions immediately after the
intervention, F(2, 115) = 4.95, p = .009, partial η2 = .079. At post-intervention, condom attitudes
were significantly greater in the CC group (Mean difference = 12.60, SE = 4.28, p = .011) and
the V/V group (Mean difference = 10.77, SE = 4.35, p = .039) compared to the HIV/STI 101
group. There was not a statistically significant difference in condom attitudes between
interventions at follow-up, F(2, 88) = 2.86, p = .063, partial η2 = .061. Simple main effect for
time: There was not a statistically significant effect of time on condom attitudes for HIV/STI
101 using the Huynh-Feldt correction for violation of the assumption of sphericity, F (1.57,
39.21) = 0.55, p = .539, partial η2 = .022. There was a statistically significant effect of time on
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Table 10
Correct Condom Use (CUSC total score) for Intervention Groups Across Time
HIV/STI 101

VOICES/VOCES

Condom Carnival

Time period
n
M
SD
n
M
SD
n
M
SD
1
1
Pre-intervention
26
13.31
1.69
34
12.53
2.43
31
13.10
1.78
Post-intervention
26
12.77a
2.47
34
13.53a,b,1,2
2.36
31
14.32b,2
1.47
a
a,b,2
b,2
Follow-up
26
13.00
2.28
34
13.94
2.00
31
14.32
1.64
There was a statistically significant interaction between intervention and time, F(4, 176) = 4.04, p = .004, partial
η2 = .084.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters
represent relations across intervention. Superscript numbers represent relations across time.
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Figure 4. Graph of Two-Way Repeated Measures ANOVA of Knowledge of Correct Condom
Use (CUSC) for Intervention Groups Across Time
condom attitudes for the V/V group, F(2, 66) = 6.56, p = .003, partial η2 = .166. For the V/V
group, condom attitudes significantly increased from pre-intervention to post-intervention (Mean
difference = -8.00, SE = 2.25, p = .004) with a non-significant loss in condom attitudes between
post-intervention and follow-up, which led to a significant difference between pre-intervention
and follow-up scores (Mean difference = -6.35, SE = 2.02, p = .011). There was a statistically
significant effect of time on condom attitudes for the CC group using the Huynh-Feldt correction
for violation of the assumption of sphericity, F(1.554, 46.619) = 13.32, p = <.001, partial η2 =
.307. For the CC group, condom attitudes significantly increased between pre-intervention and
post-intervention (Mean difference = -13.42, SE = 2.11, p < .001) with a statistically significant
decline between post-intervention and follow-up (Mean difference = 11.23, SE = 2.61, p < .001),
which led to a loss of the gains in condom attitudes. See Table 11 and Figure 5.
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Aim 2d: Three McNemar’s tests were run to determine if condom use at last sex
changed over time for each of the intervention groups independently.
HIV/STI 101. Eighteen participants remained at follow-up who had been randomized to
HIV/STI 101. Before the intervention, seven participants (39%) used a condom at last vaginal
sex. At follow-up, ten participants (56%) had used condoms at last vaginal sex. An exact
McNemar’s test determined that the proportional increase from pre-intervention to follow-up
was not statistically significant, p = .250.
VOICES/VOCES. Twenty-five participants remained at follow-up who had been
randomized to VOICES/VOCES. Before the intervention, 10 participants (40%) used a condom
at last vaginal sex. At follow-up, 12 participants (48%) had used condoms at last vaginal sex. An
exact McNemar’s test determined that the proportional increase from pre-intervention to followup was not statistically significant, p = .687.
Condom Carnival. Twenty-four participants remained at follow-up who had been
randomized to Condom Carnival. Before the intervention, 10 participants (42%) used a condom
at last vaginal sex. At follow-up, 13 participants (54%) had used condoms at last vaginal sex. An
exact McNemar’s test determined that the proportional increase from pre-intervention to followup was not statistically significant, p = .250.
Aim 2e: Repeated Measures ANOVA was run to identify changes in future condom
use intentions across time and intervention groups. There was no statistically significant
interaction between intervention and time on condom use intentions using the Huynh-Feldt
correction, F(3.91, 164.10) = 0.63, p = .638, partial η2 = .015. The main effect of time showed a
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Table 11
Condom Attitudes (MCAS total score) for Intervention Groups Across Time
HIV/STI 101

VOICES/VOCES

Condom Carnival

Pre-intervention
26
129.23 15.86
34
138.351 19.86
31
136.101 18.70
Post-intervention
26
132.54a 14.57
34
146.35b,2 21.09
31
149.52b,2 17.90
2
Follow-up
26
131.58 20.16
34
144.71
20.85
31
138.301 22.15
There was a statistically significant interaction between intervention and time, F(3.65, 160.68) = 2.78,
p = .033, partial η2 = .059.
Note. Means with differing superscripts are significantly different from one another (p < .05).
Superscript letters represent relations across intervention. Superscript numbers represent relations
across time.
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Figure 5. Graph of Two-Way Repeated Measures ANOVA of Knowledge of Condom Attitudes
(MCAS) for Intervention Groups Across Time

statistically significant difference in condom use intentions at the different time points, F(1.95,
164.09) = 3.67, p = .029, partial η2 = .042. There was a significant gain in condom use intentions
from pre-intervention to post-intervention (Mean difference = -0.487, SE = 0.167, p = .013) with
a non-significant decrease from post-intervention to follow-up (Mean difference = 1.88, SE =
0.171, p = .830). Gains in condom use intentions disappeared at follow-up. The main effect of
group was not statistically significant, F(2, 84) = 0.02, p = .979, partial η2 = .001. See Table 12
and Figure 6.
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Table 12
Future Condom Use Intentions for Intervention Groups Across Time
HIV/STI 101
VOICES/VOCES
Condom Carnival
Across Time
Time period
N
M
SD
n
M
SD
n
M
SD
N
M
SD
Pre-intervention
25
5.32
2.58
33
5.33
2.23
29
5.21
2.44
87
5.291
2.38
Post-intervention
25
5.72
2.13
33
5.64
2.26
29
5.97
1.88
87
5.772
2.08
Follow-up
25
5.80
2.14
33
5.55
2.30
29
5.41
2.38
87
5.571,2
2.26
The main effect of time was statistically significant, F(1.95, 164.09) = 3.67, p = .029, partial η2 = .042.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations across
intervention. Superscript numbers represent relations across time.
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Figure 6. Graph of Two-Way Repeated Measures ANOVA of Future Condom Use Intentions for
Intervention Groups Across Time

Aim 3: Compare Effects of Interventions in Changing Risky Sexual Behaviors
Aim 3a: Repeated Measures ANOVA (2 X 3) was used to explore changes in number
of sexual partners in the last month across time and intervention group. There was no
statistically significant interaction between the intervention and time on number of vaginal
sexual partners in the last month, F(2, 58) = 0.76, p = .471, partial η2 = .026. The main effect of
time showed a statistically significant difference in number of vaginal sexual partners in the last
month at the different time points, F(1,58)= 5.98, p = .018, partial η2 = .093. There was a
significant reduction in number of vaginal sexual partners in the last month from pre-intervention
to follow-up (Mean difference = 0.189, SE = 0.077, p = .018). The main effect of group was not
statistically significant, F(2, 58) = 1.32, p = .274, partial η2 = .044. See Table 13 and Figure 7.
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Table 13
Number of Vaginal Sexual Partners in the Last Month for Intervention Groups Across Time
HIV/STI 101
Time period
Pre-intervention
Follow-up

n
16
16

M
0.75
0.56

VOICES/VOCES
SD
0.58
0.51

N
25
25

M
0.92
0.84

SD
0.40
0.47

Condom Carnival
n
20
20

M
0.90
0.60

SD
0.64
0.60

Across Time
N
61
61

M
0.871
0.692

The main effect of time was statistically significant, F(1,58)= 5.98, p = .018, partial η2 = .093.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations
across intervention. Superscript numbers represent relations across time.
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SD
0.53
0.53

Figure 7. Graph of Two-Way Repeated Measures ANOVA of Number of Vaginal Sex Partners
in the Last Month for Intervention Groups Across Time
Aim 3b: McNemar’s tests were employed to determine if participants engaged in
STI testing (Aim 3b, i) or HIV testing (Aim 3b, ii) in the last month for each intervention
group independently.
Aim 3b, i: STI testing history.
HIV/STI 101. Of 25 participants randomized to HIV/STI 101, 11 (44%) had been tested
for an STI before the intervention. At follow-up, the number of participants who had been tested
for an STI had increased to 15 participants (60%). An exact McNemar’s test determined that the
proportional increase from pre-intervention to follow-up was not statistically significant, p =
.289.
VOICES/VOCES. Of 34 participants randomized to VOICES/VOCES, 16 (47%) had
been tested for an STI before the intervention. At follow-up, 18 participants (53%) had been
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tested for an STI. An exact McNemar’s test determined that the proportional increase from preintervention to follow-up was not statistically significant, p = .687.
Condom Carnival. Of 31 participants randomized to Condom Carnival, 15 participants
(48%) had been tested for an STI before the intervention. At follow-up, 17 participants (55%)
had been tested for an STI. An exact McNemar’s test determined that the proportional increase
from pre-intervention to follow-up was not statistically significant, p = .500.
Aim 3b, ii: HIV testing history.
HIV/STI 101. Of 26 participants randomized to HIV/STI 101, 13 participants (50%) had
been tested for HIV before the intervention. At follow-up, the number of participants who had
been tested for HIV had decreased to 11 participants (42%). An exact McNemar’s test
determined that the proportional change from pre-intervention to follow-up was not statistically
significant, p = .625.
VOICES/VOCES. Of 34 participants randomized to VOICES/VOCES, 15 (44%) had
been tested for HIV before the intervention. At follow-up, 16 participants (47%) had been tested
for HIV. An exact McNemar’s test determined that the proportional increase from preintervention to follow-up was not statistically significant, p = 1.00.
Condom Carnival. Of 31 participants randomized to Condom Carnival, 16 (52%) had
been tested for HIV before the intervention. At follow-up, the number of participants who had
been tested for HIV decreased to 14 participants (45%). An exact McNemar’s test determined
that the proportional change from pre-intervention to follow-up was not statistically significant, p
= .500.
Aim 3c: McNemar’s tests were conducted to determine if there was a change in oral
sex risk for each intervention group independently.
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HIV/STI 101. Of 17 participants randomized to HIV/STI 101, one (6%) had used
protection at last oral sex before the intervention. At follow-up, one participant (6%) had used
protection at last oral sex. An exact McNemar’s test determined that there was no statistically
significant change, p = 1.00.
VOICES/VOCES. Of the 26 participants randomized to VOICES/VOCES, no
participants (0%) had used protection at last oral sex. At follow-up, two participants (8%) had
used protection at last oral sex. An exact McNemar’s test statistic could not be calculated as two
cells had zero values because no one had used protection for oral sex before engaging in the
VOICES/VOCES intervention.
Condom Carnival. Of 22 participants randomized to Condom Carnival, one (5%) had
used protection at last oral sex. At follow-up, one participant (5%) had used protection at last
oral sex. An exact McNemar’s test determined that the proportional difference was not
statistically significant, p = 1.00.
Aim 3d: McNemar’s tests were used to determine if there was a change in
substance-related sexual risk for each of the intervention group independently.
HIV/STI 101. Of 18 participants randomized to HIV/STI 101, five (28%) had used
alcohol or drugs before their last vaginal sex act. At follow-up, five participants (28%) had used
alcohol or drugs before their last vaginal sex act. An exact McNemar’s test determined that that
there was no statistically significant change, p = 1.00.
VOICES/VOCES. Of the 25 participants randomized to VOICES/VOCES, four (16%)
had used alcohol or drugs before their last vaginal sex act. At follow-up, two participants (8%)
had used alcohol or drugs before their last vaginal sex act. An exact McNemar’s test determined
that the proportional difference was not statistically significant, p = .625.
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Condom Carnival. Of the 24 participants randomized to Condom Carnival, six (25%)
had used alcohol or drugs before their last vaginal sex act. At follow-up, four participants (17%)
had used alcohol or drugs before their last vaginal sex act. An exact McNemar’s test determined
that the proportional difference was not statistically significant, p = .500.
Aim 3e: Repeated Measures ANOVA was used to examine changes in risky sexual
behavior (Sexual Risk Survey total score (Aim 3e, i)) and safe sex behaviors (Safe Sex
Behavior Questionnaire total score (Aim 3e, ii)) across time and intervention group.
Aim 3e, i: Sexual Risk Survey. There was no statistically significant interaction between
intervention and time on sexual risk, F(2, 75) = 0.81, p = .449, partial η2 = .021. The main effect
of time showed a statistically significant difference in mean sexual risk at the different time
points, F(1,75)= 9.21, p = .003, partial η2 = .109. There was a significant reduction in sexual risk
from pre-intervention to follow-up (Mean difference = 5.06, SE = 1.67, p = .003). The main
effect of group was not significantly different, F(2, 75) = 2.04, p = .137, partial η2 = .052. See
Table 14 and Figure 8.
Aim 3e, ii: Safe Sex Behavior Questionnaire. There was no statistically significant
interaction between intervention and time on safe sex behavior, F(4, 164) = 1.23, p = .299,
partial η2 = .029. The main effect of time showed a statistically significant difference in mean
safe sex behavior at the different time points, F(2,164) = 72.39, p < .001, partial η2 = .469. There
was a significant gain in safe sex behavior from pre-intervention to post-intervention (Mean
difference = -13.89, SE = 1.26, p < .001) with a significant reduction from post-intervention to
follow-up (Mean difference = 9.68, SE = 1.12, p < .001); however, gains in safe sex behavior
remained at follow-up. The main effect of group was not significantly different, F(1, 82) = 0.34 p
= .710, partial η2 = .008. See Table 15 and Figure 9.
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Table 14
Sexual Risk (SRS total score) for Intervention Groups Across Time
HIV/STI 101
Time period
Pre-intervention
Follow-up

n
22
22

M
8.82
5.82

SD
13.74
9.26

VOICES/VOCES
N
27
27

M
11.07
6.81

SD
13.78
7.43

Condom Carnival
n
29
29

M
16.38
8.45

SD
15.58
8.59

Across Time
n
78
78

M
12.411
7.142

SD
14.63
8.37

The main effect of time was statistically significant, F(1,75)= 9.21, p = .003, partial η2 = .109.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations
across intervention. Superscript numbers represent relations across time.

Table 15
Safe Sex Behaviors (SSBQ total score) for Intervention Groups Across Time
HIV/STI 101
Time period
Pre-intervention
Post-intervention
Follow-up

n
25
25
25

M
67.43
80.20
72.76

SD
13.98
12.26
13.81

VOICES/VOCES
N
32
32
32

M
70.53
82.42
72.81

SD
12.68
11.51
13.40

Condom Carnival
n
28
28
28

M
68.54
85.54
73.54

SD
12.69
7.86
14.13

Across Time
n
85
85
85

M
68.961
82.792
73.043

SD
12.99
10.78
13.60

The main effect of time was statistically significant, F(2,164) = 72.39, p < .001, partial η2 = .469.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations
across intervention. Superscript numbers represent relations across time.
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Figure 8. Graph of Two-Way Repeated Measures ANOVA of Sexual Risk (SRS) for
Intervention Groups Across Time

Figure 9. Graph of Two-Way Repeated Measures ANOVA of Safe Sex Behaviors (SSBQ) for
Intervention Groups Across Time
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Aim 4: Compare Acceptability of the Three Interventions
A One-way ANOVA was used to examine the comparative acceptability of the HIV/STI
101, VOICES/VOCES, and Condom Carnival interventions by examining participants’
combined continuous responses to their intention to participate in the event again and their
willingness to suggest the event to a friend or family member. As the assumption of homogeneity
of variances was violated, a Welch’s ANOVA test was used. A One-way Welch ANOVA
indicated there was a difference in the acceptability of the group interventions, HIV/STI 101 (n =
37), VOICES/VOCES (n = 39), and Condom Carnival (n = 42), Welch's F(2, 70.23) = 5.17, p =
.008, partial η2 =.070. Acceptability scores were highest for the CC intervention group (M =
12.81, SD = 2.44) followed by the VOICES/VOCES intervention group (M = 11.56, SD = 3.91)
and last by the HIV101 intervention group (M = 10.57, SD = 3.75). Further, Condom Carnival’s
acceptability was significantly higher than the HIV/STI 101’s, (Mean difference = 2.24, SE =
.77, p = .012). See Table 16.
Aim 5: Assess the Feasibility of the Condom Carnival Intervention
Frequencies were run to examine relative engagement in the Condom Carnival activities.
All Condom Carnival participants engaged in all Condom Carnival activities, i.e., 100%
engagement.
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Table 16
Descriptive Statistics for Acceptability Comparisons of Interventions
Interventions
n
Mean
Standard Deviation
HIV/STI 101
37
10.57a
3.75
VOICES/VOCES
39
11.56a,b
3.91
Condom Carnival
42
12.81b
2.44
A One-way Welch ANOVA indicated there was a significant difference in the acceptability of the group interventions, F(2, 70.23) = 5.17, p =
.008, partial η2 =.070.
Note. Means with differing superscripts are significantly different from one another (p < .05). Superscript letters represent relations across
intervention.
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Summary of Results
The Condom Carnival intervention was efficacious in decreasing sexual risk of this
sample of college students. The Condom Carnival was significantly better at teaching correct
condom use skills and lubricant safety compared to HIV/STI 101, the education-only
intervention. The Condom Carnival also had significantly higher acceptability ratings than the
HIV/STI 101 intervention. The Condom Carnival produced similar outcomes to
VOICES/VOCES, the experimental-control group, which is the gold-standard in brief HIV
prevention interventions. The Condom Carnival was as effective as VOICES/VOCES in
addressing knowledge deficits in sexual health information (i.e., leading to gains in HIV
knowledge and lubricant safety knowledge), improving aspects of condom-related self-efficacy
(i.e., leading to gains in condom negotiation strategies and correct condom use skills), and
increasing awareness of risky sexual behaviors (i.e., leading to improvements in safe sex
behaviors (SSBQ), reductions in the number of vaginal sex partners in the last month, and
decreased risky sexual behaviors (SRS)).
The Condom Carnival did not perform as well as VOICES/VOCES in regards to condom
attitudes, as preliminary effects disappeared from post-intervention to follow-up, whereas
VOICES/VOCES maintained its impact on participants’ condom attitudes at follow-up. Neither
the Condom Carnival nor VOICES/VOCES were effective in increasing participants’ condom
use during their last oral, anal, or vaginal sex experience, intentions to use condoms in the next
month, nor their HIV/STI testing status. The Condom Carnival and VOICES/VOCES were also
ineffective in reducing substance use before or during participants’ last vaginal sexual
experience.
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Discussion
This study examined the comparative efficacy of the Condom Carnival versus
VOICES/VOCES and HIV/STI 101 in addressing knowledge deficits in sexual health
information, improving condom-related self-efficacy, and increasing awareness of risky sexual
behaviors. We hypothesized that this college student sample would be engaging in sexual
activity at rates similar to college students at other institutions (ACHA, 2016); however, our
students had higher overall rates of sexual activity. As hypothesized, our participants had HIVrelated knowledge deficits, used various condom negotiation strategies, reported a range of
condom use errors and problems, and were engaging in multiple risky sexual behaviors similar to
other college student populations. Accordingly, we expect our results to generalize to other
college populations.
In several areas, the Condom Carnival was more efficacious than HIV/STI 101. It was
significantly better at teaching participants about one area of sexual health knowledge (i.e.,
lubricant safety knowledge) as well as one area of condom-related self-efficacy (i.e., correct
condom use skills). After participating in their respective interventions and at one-month followup, Condom Carnival participants had greater knowledge of lubricant safety and correct condom
use skills than HIV/STI 101 participants. Both correct condom use skills and lubricant safety
knowledge are necessary for college students to engage in safe sex.
Although the Condom Carnival was not more efficacious than VOICES/VOCES as
hypothesized, it did have consistent efficacy. This equivalent performance is notable, as
VOICES/VOCES has received the Centers for Disease Control and Prevention’s highest
recommendation for an HIV prevention intervention (CDC, 2016). Both the Condom Carnival
and VOICES/VOCES produced lasting gains in participants’ sexual health information as
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measured by improvements in HIV knowledge and lubricant safety knowledge. Because onequarter of all new HIV infections occur among young adults (CDC, 2012), teaching college
students about HIV is important for informed decision making regarding sexual behaviors, HIV
infection risk, and the need for HIV testing. Previous research has produced similar increases in
HIV knowledge (Aronson et al., 2013; Heeren et al., 2013). Previous research assessing college
students’ lubricant safety knowledge as an outcome variable has been limited; however,
knowledge about safe lubricant use is essential as many college students have complaints about
condoms being dry and breaking (Crosby et al., 2005).
The Condom Carnival was as effective as VOICES/VOCES in improving condom
negotiation strategies and correct condom use skills, two aspects of condom-related self-efficacy.
Gains in condom negotiation are consequential for our college student participants, because the
ability to discuss condom use with partners is a frequent predictor of actual condom use (Caico,
2014; Randolph et al., 2009; Tschan et al., 2010). Like the Condom Carnival and
VOICES/VOCES, previous interventions have led to similar increases in condom negotiation
(Tulloch, McCaul, Miltenberger, & Smyth, 2004) as well as correct condom use skills (Aronson
et al., 2013). Teaching correct condom use skills is valuable, because even college students who
report using condoms may still not be using them correctly, which lowers condom efficacy and
leaves them at increased risk for pregnancy and STIs/HIV (Crosby et al., 2001). Informed by
Bandura’s Social Cognitive and Self-Efficacy Theories, the Condom Carnival’s method of
teaching correct condom use skills was effective. Future renditions of the Condom Carnival
should include an objective skills-based measure of participants’ correct condom use skills.
The Condom Carnival and VOICES/VOCES equally increased participants’ awareness of
risky sexual behaviors. From pre-intervention to follow-up, participants from both interventions
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reported statistically significant reductions in general sexual risk as measured by the Sexual Risk
Survey, and statistically significant improvements in safe sex behavior as measured by the Safe
Sex Behavior Questionnaire. Consistent with previous research, both interventions also led to a
significant reduction in the number of vaginal sexual partners from pre-intervention to follow-up
(Aronson et al., 2013). Decreasing the number of sexual partners is an important STI/HIV
prevention strategy that should be taught in all sexual risk reduction interventions (Morin et al.,
2011), because sexual risk increases more quickly by the number of one’s partner’s sexual
contacts than by one’s own. Our hypothesis, that the Condom Carnival would outperform the
other interventions, was not supported. The similarity of the interventions’ impact is consistent
with two previous RCTs that found no effect of intervention type, as all conditions self-reported
reductions in sexual risk behavior (Carey, Senn, Vanable, Coury-Doniger, & Urban, 2010; Carey
et al., 2015).
Within this sample of college students, the VOICES/VOCES intervention was superior to
the Condom Carnival in its impact on condom attitudes. Preliminary effects of the Condom
Carnival disappeared over time, whereas VOICES/VOCES maintained its impact on
participants’ condom attitudes. Future efforts should be made to extend the Condom Carnival’s
impact on condom attitudes, as positive attitudes have been associated with increased condom
use among college students (Halpern-Felsher et al., 2004). Condom attitudes may improve with
tailored messaging about the ability of condoms to increase both sexual safety as well as sexual
pleasure. Peer-facilitators reviewing the Condom Carnival posters in more detail and discussing
individuals’ condom preferences may help extend the Condom Carnival’s impact on condom
attitudes. Future studies will be needed to assess this new approach.
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Neither the Condom Carnival nor VOICES/VOCES were effective in increasing
participants’ use of protection the last time they engaged in oral or vaginal sex. However, a
recent study evaluating the efficacy of a workshop educating college students about the risks of
oral sex reported increases in participants’ motivation to use protection during oral sex (Moore &
Harris, 2014). Similarly, a brief intervention also produced increases in condom use at last sex at
the six-month follow-up assessment (Kennedy et al., 2013). This extended follow-up period may
have allowed more time for sexual partner changes, which could have led participants to more
confidently use their acquired sexual risk reduction strategies with a different partner. A recent
study of the VOICES/VOCES intervention also found decreases in unprotected sex at one-month
follow-up; however participants were from STI testing centers, and thus likely at higher and
more acute risk (Fisher et al., 2011).
The Condom Carnival and VOICES/VOCES were equally ineffective in increasing
participants’ HIV/STI testing status. This finding is consistent with another peer-led intervention
for college students that also did not find changes in HIV testing history at follow-up (Calloway
et al., 2014). Curiously, all intervention groups included at least two participants who, before the
intervention, indicated they had been tested, but who then changed their response at follow-up to
never having been tested. This raises questions about accuracy in self-reporting of STI and HIV
testing. It is possible that students did not feel comfortable disclosing their testing history or
forgot details about it. Other methods for obtaining accuracy in testing history may be warranted.
In line with Bronfenbrenner’s Socioecological Theory, future iterations of the Condom Carnival
will invite organizational as well as community partners to participate in the intervention in order
to provide STI/HIV testing as part of the Get Tested! activity table. Allowing STI/HIV testing to
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be immediately accessible may increase participants’ motivation to get tested, which may
positively impact testing outcomes.
The Condom Carnival and VOICES/VOCES were also ineffective in reducing substance
use before or during vaginal sex. Previous research on brief, internet-delivered, motivational
interviewing techniques has successfully reduced high-risk drinking and alcohol-related risky
sexual behavior among college students by providing personalized normative feedback (Lewis et
al., 2014). Future renditions of the Condom Carnival could incorporate motivational interviewing
components.
Study Implications
Although the Condom Carnival significantly improved many study outcomes, including
both knowledge and skills areas, it did not always lead to behavior change. It was particularly
successful at improving outcomes that only required the individual to produce change, i.e.,
individual level outcomes. Participants’ gains were retained when another individual’s actions
were not needed to continue the impact. For instance, sexual health knowledge and condom use
skills improved. However, the use of condoms during the last vaginal sex, a dyadic level
outcome involving another individual in the decision-making process, did not improve. In order
to improve dyadic level outcomes, future renditions of the Condom Carnival could explore the
role of partner involvement in condom use by asking participants to invite their current partners
to the intervention. This dyadic approach within the group intervention would provide partners
an opportunity to discuss many areas of sexual risk reduction in the presence of peer-facilitators
who can model effective skills and interactions. The sexual risk of the dyad, as evidenced by
their condom use at last sex, may be impacted more efficaciously by having them interact with
one other as they learn about the impact of sexual exposure, discuss the signs and symptoms of
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STI/HIV infection and the importance of testing, address the impact of substance use on sexual
risk, engage in condom negotiation exercises, and practice correct condom use skills. This dyadic
approach may allow for early changes in sexual risk reduction as participants may employ their
newfound knowledge and skills with their current partners instead of waiting for new partners.
Study Strengths
This study utilized a randomized controlled trial to test the comparative efficacy of the
Condom Carnival to two sexual risk reduction interventions: HIV/STI 101 (an education-only
intervention) and VOICES/VOCES (the gold-standard in HIV prevention, a CDC EBI). Fidelity
checks were conducted for all three interventions to ensure adherence to the protocol.
Furthermore, participants in the various interventions were physically separated during the postassessment process to avoid cross contamination. Although the use of a non-active intervention
(such as a wait-list control or a placebo) may have allowed for greater power and potentially
more discrepant findings, we were determined to have all participants benefit from sexual risk
reduction material.
Study Limitations
Sample-related limitations. This was a pilot study with a relatively small sample size.
Most sexual risk reduction interventions only include participants who have recently been
sexually active at pre-test and who are not trying to get pregnant. Because of our small sample
size, our analyses included anyone who had previously engaged in the relevant sexual act. Our
sample of participants was a convenience sample of volunteer university students and may not
accurately represent the general college student population. Sexual risk reduction interventions
are often tested for their efficacy using high-risk participants (i.e., STI clinic attendees as in
VOICES/VOCES intervention trials). The use of college student participants may have
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decreased our ability to measure changes in our outcomes across time due to their lower risk
profile compared to that of STI clinic attendees; however, not limiting our sample allowed us to
provide all volunteers with the opportunity to engage in a sexual risk reduction intervention.
Methodology-related limitations. Like most other studies assessing sexual risk, this
study employed self-report measures to gather information from participants. While this strategy
made data collection easy, there was no way to validate participants’ reports. For instance, we
asked participants to self-report their STI/HIV testing histories, which led to discrepancies across
time. In addition, we asked participants to self-report their history of STI/HIV infections.
Although a convenient way to measure STI/HIV infection history, participants may not know
they are currently infected with an STI, especially if they are asymptomatic. Future studies
should consider onsite testing to augment self-report data. This study shares another common
methodological limitation with other research, namely incentivized participation.
Measure-related limitations. Similar to other sexual risk reduction intervention
research, participants were asked to report past sexual experiences. This strategy requires
participants to recall previous sexual acts, which may be impacted by forgetting as well as recall
bias, thus leading to potential inaccuracies in reported results. Participants may also exaggerate
reports of behavior change at follow-up due to reactivity as a result of recently having attended a
sexual risk reduction intervention, thus wanting to conform to the expectations of behavior
change. Furthermore, participating in research may lead participants to report less engagement in
risky sexual activities due to social desirability bias (Chillag et al., 2006). Previous research on
the impact of social desirability bias on HIV prevention interventions points to the limitation of
relying on self-reported sexual behavior data, as well as the absence of a more objective measure
of sexual behavior. Participants from other research studies have identified shame and fear of
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gossip as contributing to inaccurate self-reports; those participants stressed the importance of
privacy and confidentiality (Chillag et al., 2006). Although in this study extra efforts were made
to maintain participants’ privacy and confidentiality (i.e., utilizing computer assessments and
subject-generated ID codes), participants’ responses may have been impacted by these factors.
Since this study compared the Condom Carnival to two other interventions, these biases are
likely to be similar across all the interventions and thus unlikely to impact comparative efficacy.
Future Directions
Future research on the Condom Carnival should consider using a multiphase optimization
strategy (MOST; Collins, Kugler, & Gwadz, 2016), a new methodological framework inspired
by engineering principles, in order to maximize effectiveness, cost, cost effectiveness, and
scalability of interventions. In MOST, randomized experimentation is conducted to assess the
performance of each intervention component and to determine whether its
presence/absence/setting has an impact on the performance of other components of the
intervention. This information would help to engineer the Condom Carnival intervention to meet
an optimization criterion, defined a priori in terms of the desired balance between effectiveness,
cost, cost-effectiveness, and/or scalability (Collins et al., 2016).
Since adolescents and young adults report challenges in influencing their sexual partners
to use condoms (Nora et al., 2002; Tschann et al., 2010), future studies could involve
participants’ current sexual partner(s), thereby attempting to influence the sexual behaviors of
the dyad. Previous research has indicated that changes in condom use may take time since
college students are more willing to instigate condom use with a new partner than with a current
partner; therefore, longer follow-up time periods should be considered (Dermen & Thomas,
2011; Ibrahim, Rampal, Jamil, & Zain, 2012). Longer follow-up assessments may also be needed

84

to fully measure change in college students’ sexual risk behaviors, especially since their baseline
rates of sexual activity are lower than those of high-risk groups typically used in intervention
studies (i.e., STI clinic attendees).
In future studies, Condom Carnival peer-facilitators could be assessed to determine the
impact of intervention facilitation on their own sexual health knowledge, condom-related selfefficacy, and risky sexual behaviors. Engaging in the intervention as a facilitator may decrease
facilitators’ sexual risk as they receive training on the same sexual risk reduction activities,
which they, in turn, teach to participants. Previous research with teen peer educators found that
they reported significantly greater opportunities to practice sexual risk reduction skills; higher
intentions to talk with friends, parents, and sexual partners about sex and birth control; greater
ability to set boundaries with sexual partners and ask them to be tested for STI/HIV; significantly
higher scores on sexual health knowledge; and the ability to refuse risky sexual situations
(Jennings, Howard, & Perotte, 2014). This additional meta-cognitive processing of the
intervention content may lead to a greater reduction in facilitators’ sexual risk.
The group setting and peer-led nature of the Condom Carnival allowed for conversations
among participants and peer facilitators. These Condom Carnival characteristics may lead to
changes in participants’ and facilitators’ perceived norms about condom use. Since peer norms
have been found to impact condom use (Aronson et al., 2013; Fisher, Miscovich, & Fisher,
1992), efforts should be made to measure changes in social norms regarding condom use. Social
networking strategies could be utilized in future studies by encouraging participants to recruit
five peers to attend the intervention with them in order to attempt to impact participants’ social
norms regarding sexual behavior. Future studies of the Condom Carnival should be extended to
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community settings and other school environments in order to attempt to change social norms
and educate adolescents and emerging adults in the community at large.
A more detailed measure of condom use should be used in future studies. Consistent with
previous studies (Crosby et al., 2014), the percentage of participants’ unprotected sexual
encounters should be calculated instead of relying on reports of condom use at last sexual
encounter. Future studies should also consider asking participants about partner concurrency, as
having more than one partner at a time raises the risk for STIs, including HIV (Nelson et al.,
2007).
Future studies of the Condom Carnival intervention should specifically explore the
potential impact of the Condom Carnival based on participants’ sexual orientation and sexual
preferences, including those who identify as unsure. Specifically, the Condom Carnival should
be tailored to sexual minority youth who are often at higher risk for STIs and HIV than their
heterosexual counterparts (CDC, 2015). Studies should also explore the impact of the
intervention on a variety of sexual relationships, such as casual sexual partners, main sexual
partners, or “friends with benefits” relationships (hybrid relationships with no-strings attached
sexual relationship along with friendship; Puentes, Knox, & Zusman, 2008).
Future studies may also explore the impact of participants’ religiosity on study outcomes.
College students from the Southern United States are likely to report high rates of religiosity
(Vazsonyi & Jenkins, 2010), and, according to the Gallup Poll (Newport, 2014), Tennessee is the
sixth most religious state in the United States. Religiosity is correlated with sexual behaviors and
may impact the intervention’s efficacy due to floor-effects, which may impact the ability to
measure change among outcome variables (Shaw & El-Bassel, 2014).
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Clinical Implications
This study contributes to the existing literature on sexual risk reduction in college
students through its evaluation of the efficacy, acceptability, and feasibility of the Condom
Carnival, a novel, brief, group, interactive, skills-based, peer-led, and culturally-tailored sexual
risk reduction intervention, which is guided by complementary theoretical approaches to condom
use promotion, including Bandura’s Social Cognitive Theory/Self-Efficacy Theory and
Bronfenbrenner’s Socioecological Theory. Designed to address knowledge and skills deficits
commonly found among college students, the Condom Carnival has led to increases in college
students’ sexual health knowledge, condom-related self-efficacy, and safe sex behaviors, as well
as to reductions in their sexual risk. For most of the study outcomes, it performed as well as
VOICES/VOCES, which is the gold-standard in HIV prevention.
Approximately 40% of our study participants indicated they had never had a sex
education or family life education class; therefore, college is not too late to provide “sex ed.” All
of the sexual risk reduction interventions improved participant outcomes in some areas; thus, any
sexual risk reduction intervention is presumed to be better than no intervention. Similar to
previous research, the skills-based interventions (Condom Carnival and VOICES/VOCES) had
higher acceptability ratings and were more effective than the education-only intervention
(HIV/STI 101).
Since adolescents and young adults account for 50% of all new STI infections and 25%
of all new HIV infections, brief, large-scale interventions are needed to reduce sexual risk (CDC,
2012; Collins et al., 2016; Eaton et al., 2012; Maticka-Tyndale, Mungwete, & Jayeoba, 2014;
Morin et al., 2011). One of the principle strengths of the Condom Carnival is its scalability due
to the use of peer-facilitators and the limited time commitment for training and running the
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Condom Carnival. About 250 individuals can fully participate in the Condom Carnival
intervention on the same day. Another important contribution of the Condom Carnival is its
focus on intervening in multiple areas of sexual risk within a brief time frame. The Condom
Carnival imparts sexual health knowledge, improves condom-related self-efficacy, and addresses
areas not frequently targeted in sexual risk reduction interventions, such as number of sexual
partners, oral sex risk, HIV/STI testing, and substance-related sexual risk.
Clinically, this study provides intervention researchers, community HIV prevention
providers, and campus-based sexual risk reduction service providers with another viable, fun and
experiential, brief intervention for college students. The Condom Carnival displayed comparative
efficacy and acceptability to a CDC EBI and exhibited strong feasibility for engaging college
students in sexual risk reduction and condom promotion efforts. Notably, the Condom Carnival
intervention continues the development of theory-informed HIV prevention interventions, based
on applied research, that address local knowledge and skill deficits.
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Appendix D

CONDOM CARNIVAL
PARTICIPATION FORM
I participated in the following activities:
Condom Chat (Practiced responses to condom excuses)

_______

Condom Break (Saw how many marbles fit into a condom)

_______

Do It Right (Demonstrated how to use a condom correctly)

_______

Safety Lube 101 (Divided lubricants into safe and unsafe)

_______

Testing Makes Us Stronger
_______
(Learned signs/symptoms of STIs and importance of testing)

Having Sex? With Whom?
(Calculated sexual risk by studying sexual exposure chart)

_______

Going Down Safely
(Learned oral sex risks and importance of using protection)

_______

Sober Sex is Safer Sex
(Learned sober sex is safer and more fun)

_______
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Appendix E
Please see HIV/STI 101 PowerPoint PDF Handout.
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Appendix F
Questionnaire for
College Students’ Sexual Behaviors: Let’s Talk About Sex
Research Study
Please read the questions in this questionnaire carefully. For each question, please check the
answer that best describes how you feel. All answers will be kept completely confidential. This
means that your name will not be stored with your responses, so no one will know how you
answered each question. You will be asked to enter in your own personal identification number
constructed using the handout. Your de-identified responses will be kept in a password-protected
database file, in a password-protected computer, in a locked office so no one but the assessment
team will have access to your responses. It is very important that you answer each question as
close to the way you feel as possible.
This can be a sensitive topic for some people. In fact, talking or hearing about sexual matters
may cause some people to feel really uncomfortable and emotionally distressed. Should you
experience any discomfort while participating in this study, please do not hesitate to let one of
the research assistants know. You can talk with one of the graduate student researchers on-site or
call Mollie Anderson (901.240.9720) or Dr. Idia Thurston (901.678.4690) after leaving the
session. We will make every effort to help you deal with your concerns.
Should you want to stop participating in the study, you can do so at any time without penalty.
You will not be penalized in any way should you decide to stop participating. If you experience
discomfort and would like to talk with someone, other than Mollie Anderson or Dr. Thurston,
about your feelings, there is a resource list at the end of the consent form should you need help to
deal with your concerns. There are, for example, trained counselors at the Psychological Services
Center (901.678.2145) and the Counseling Centers in Wilder Tower (901.678.2067) on The
University of Memphis campus. Just let someone know, and we will assist you in any way we
can. If you have any questions about any items, please feel free to ask us for clarification. Do
you have any questions at this time?
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Demographics Questionnaire
1. What is your sex?
_____Male

_____Female

_____Transgender

2. What is your age in years?
__________ YEARS
3. Please indicate your race below:
a. American Indian or Alaskan Native
b. Asian
c. Black or African American
d. Native Hawaiian or Other Pacific Islander
e. White
f. Some Other Race
4. Please indicate your ethnicity below:
___ Hispanic or Latino
___ Not Hispanic or Latino
5. Approximately what is your parents’ yearly income?
a. Unemployed or disabled
f. $41,000-50,000
b. Under $10,000
g. $51, 000-75,000
c. $10,000-20,000
h. $76,000-100,000
d. $21,000-30,000
i. $100,000-200,000
e. $31,000-40,000
j. over $200,000
6. Are you receiving any financial assistance from your parents (i.e., live at home, tuition,
spending money, etc)?
______Yes

______No

7. Approximately what is your yearly income?
a. Unemployed or disabled
f. $41,000-50,000
b. Under $10,000
g. $51, 000-75,000
c. $10,000-20,000
h. $76,000-100,000
d. $21,000-30,000
i. $100,000-200,000
e. $31,000-40,000
j. over $200,000
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8. My father’s education is:
a. Elementary school (6th grade or
lower)
c. Partial high school (10th-12th
grade)
e. Partial college training
g. Partial graduate training
9. My mother’s education is:
a. Elementary school (6th grade or
lower)
c. Partial high school (10th-12th
grade)
e. Partial college training
g. Partial graduate training

b. Partial junior high school (7th or 9th grade)
d. High school graduate (technical or training
school)
f. College graduate
h. Graduate of professional degree
i. Don’t know
b. Partial junior high school (7th or 9th grade)
d. High school graduate (technical or training
school)
f. College graduate
h. Graduate of professional degree
i. Don’t know

10. What year are you in school? (i.e., classification – freshman, sophomore,…)
___________
11. What is your current relationship status? (Choose one.)
a. Married
b. Separated, not divorced
c. Divorced
d. Widowed
f. Engaged
g. Never married. Single and involved in a long-term monogamous relationship (more
than 6 months).
h. Never married. Single and living together but not married (less than 6 months).
i. Never married. Single and dating/hanging out with one person.
j. Never married. Single and dating a few different people.
k. Never married. Single and not dating.
12. What is your current sexual relationship?
a. in an exclusive monogamous sexual relationship
b. not currently sexually active with another person
c. sexually active, but not in a sexual relationship
d. having sexual relationships with several people

115

13. Which of the following best describes your sexual orientation?
a. Heterosexual (straight)
b. Homosexual (lesbian or gay)
c. Bisexual
d. Transsexual
e. Not sure
14. During your life, with whom have you had sexual contact?
A.
I have never had sexual contact.
B.
Females
C.
Males
D.
Females and males

116

Sexual History Questionnaire
The next questions are about your sexual history and behavior. By sex we mean vaginal,
oral or anal sex, but NOT masturbation. When we talk about condoms, we mean male
condoms (rubbers/ regular condoms that cover the penis). Remember this information will
be kept completely confidential.
1) Have you willingly had sex (vaginal, oral, or anal sex)?
a. In your lifetime (ever)?
______Yes
______If No, SKIP to ……
b. In the past year?
______Yes
______No
c. In the past 30 days or month?
______Yes
______No
2) If you have not had vaginal, oral, or anal sex with someone, what are you reasons
for not engaging in sex? (Choose the best reason).
i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.
xi.

____I have had vaginal, oral, or anal sex
____I am waiting until marriage
____I am waiting until long term relationship/commitment
____I have not found the right person
____I have not found someone I love yet
____My partner(s) will not have sex with me, but I want to
____I have not had the opportunity to, but want to
____I am afraid or getting pregnant or getting someone pregnant
____I am afraid of getting a sexually transmitted infection
____I do not want to ever have sex
____Other
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3) How many different people have you had vaginal sex with?
a. In your lifetime (ever)?
______Indicate Number
b. In the past year?
______Indicate Number
c. In the past 30 days or month?
______Indicate Number
4) Have you and your partners ever used a condom?
____ a) Yes ____ b) No
5) Do you use a condom every time you have sex?
___a) Yes
___b) No
6) How often do you or your partner use a condom during vaginal sex?
a.
b.
c.
d.
e.
f.

_____ Never
_____ Rarely
_____ Sometimes
_____ Often
_____ Always
_____ I have never willingly had vaginal sex.

7) Did you use a condom (rubber) the first time you had vaginal sex?
a. _____ I have never willingly had vaginal sex
b. _____ Yes
c. _____ No
8) How old were you the first time you willingly had vaginal sex?
a. ______ Years
b. ______ I have never willingly had vaginal sex.
9) During the last time you had vaginal sex, did you use a condom (rubber)?
a. _____ I have never willingly had vaginal sex.
b. _____ Yes
c. _____ No
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10) What was your experience when you used a condom during last time you had sex?
(Choose only one.)
____a) great
____b) comfortable
____c) noisy
____d) smelly
____e) obstructing
____f) uncomfortable
____g) did not feel anything
____h) other experience_________________
11) Who initiated the use of a condom?
____a) Myself
____b) My partner ____c) Both
12) Do you know how to use a condom?
____a) Yes
____b) No
13) What was the main purpose of you and your partner using a condom the last time
you had vaginal sex? (Choose only one.)
____a) to avoid STDs
____b) to prevent HIV/AIDS
____c) to prevent pregnancy
____d) my partner wanted me to
____e) I wanted to
____f) we wanted to
____g) Other reason: __________________________________________
14) What is your main reason for not having used a condom the last time you had
vaginal sex? (Choose only one.)
___a) Have only one faithful partner
___b) Trusted all my partners
___c) Partner refused
___d) Difficulty maintaining an erection while having the condom on
___e) Reduces sexual pleasure
___f) Condom expired
___g) Wanted condom but did not have one
___h) Had a problem with a condom; another not available
___i) Wanted a water-based lubricant but not available
___j) Don’t know how to use one
___i) Did not want to
___j) I hate condoms
___j) Other reason ___________________________________________________
15) Do you have a condom with you right now?
____ a) Yes
____ b) No
16) Did you have a condom on your last date?
____ a) Yes
____ b) No
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17) Did you drink alcohol or use drugs before you had vaginal sex the last time?
A.
I have never had sexual intercourse
B.
Yes
C.
No
18) How many different people have you had oral sex with?
a. In your lifetime (ever)?
______Indicate Number
b. In the past year?
______Indicate Number

c. In the past 30 days or month?
______Indicate Number
19) Have you ever heard of a dental dam?
____ a) Yes ____ b) No
20) Do you know how to use a dental dam?
______a) Yes ______ b) No
21) How often do you or your partner use a condom, dental dam, or saran wrap during
oral sex?
a. _____ I have never willingly had oral sex.
b. _____ Never
c. _____ Rarely
d. _____ Sometimes
e. _____ Often
f. _____ Always
22) Did you use a condom (rubber), dental dam, or saran wrap the first time you had
oral sex?
a. _____ I have never willingly had oral sex
b. _____ Yes
c. _____ No
23) How old were you the first time you willingly had oral sex?
a. ______ Years
b. ______ I have never willingly had oral sex.
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24) Did you use a condom (rubber), dental dam, or saran wrap the last time you had
oral sex?
a. _____ I have never willingly had oral sex
b. _____ Yes
c. _____ No
25) Did you drink alcohol or use drugs before you had oral sex the last time?
a. _____ I have never willingly had sexual intercourse.
b. _____ Yes
c. _____ No
26) How many different people have you had anal sex with?
a. In your lifetime (ever)?
______Indicate Number
b. In the past year?
______Indicate Number
c. In the past 30 days or month?
______Indicate Number
27) How often do you or your partner use a condom during anal sex?
a. _____ Never
b. _____ Rarely
c. _____ Sometimes
d. _____ Often
e. _____ Always
f. ______I have never willingly had anal sex.
28) Did you use a condom (rubber) the first time you had anal sex?
a. _____ I have never willingly had anal sex.
b. _____ Yes
c. _____ No
29) How old were you the first time you willingly had anal sex?
a. ______ Years
b. ______ I have never willingly had anal sex.
30) During the last time you had anal sex, did you use a condom (rubber)?
a. _____ I have never willingly had anal sex.
b. _____ Yes
c. _____ No
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31) Did you drink alcohol or use drugs before you had anal sex the last time?
a. _____ I have never had sexual intercourse
b. _____ Yes
c. _____ No
32) How often did you or your partner use a condom during sex (vaginal, oral, anal sex)
in the past month?
a. _____Never
b. _____Rarely
c. _____Sometimes
d. _____Often
e. _____Always
33) What type of birth control method, if any, do you or your usual partner typically
use? (Please indicate all methods you use.)
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.
o.
p.

____ I have sexual intercourse but do not usually use birth control.
____Male Condoms
____Female Condoms
____Withdrawal method ("pulling out")
____Diaphragm
____Birth Control Pill/Patch
___ Norplant implant
___ Depo-Provera
___ Intrauterine Device (IUD)
___ Cervical Cap
___ Spermicide (only)
___ Contraceptive Sponge
___ Vaginal Cap
___ Emergency Contraception (Morning After or Plan B Pill)
___ Other _____________________________________
___ Don't know
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34) The last time you had sexual intercourse, what one method did you or your partner use
to prevent pregnancy? (Select only one response.)
A. I have never had sexual intercourse
B. No method was used to prevent pregnancy
C. Birth control pills
D. Condoms
E. An IUD (such as Mirena or ParaGard) or implant (such as Implanon or
Nexplanon)
F. A shot (such as Depo-Provera), patch (such as Ortho Evra), or birth control ring
(such as NuvaRing)
G. Withdrawal or some other method
H. Not sure
35) Have you ever been pregnant?
a. ______Yes
b. ______No
36) Was the pregnancy planned?
a. ______Yes
b. ______No
37) The last time you had sexual intercourse, what one method did you or your partner use
to prevent sexually transmitted infections? (Select only one response.)
A. I have never had sexual intercourse
B. No method was used to prevent pregnancy
C. Birth control pills
D. Condoms
E. An IUD (such as Mirena or ParaGard) or implant (such as Implanon or
Nexplanon)
F. A shot (such as Depo-Provera), patch (such as Ortho Evra), or birth control ring
(such as NuvaRing)
G. Withdrawal or some other method
H. Not sure
38) Have you ever been tested for HPV, chlamydia, syphilis, herpes, genital warts,
gonorrhea, or any other sexually transmitted infections, other than HIV?
a. ______Yes
b. ______No
39) Has a doctor or other health professional ever told you that you had sexually
transmitted infection, or STI, for example, HPV, chlamydia, syphilis, herpes,
gonorrhea or genital warts?
a. ______Yes
b. ______No
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40) Do you know of any place where one can go for HIV testing?
a. ______Yes
b. ______No
41) Have you ever been tested for HIV/AIDS?
a. ______Yes
b. ______No
42) Have you ever been told by a doctor of other health professional that you were
infected with HIV or that you have AIDS?
a. ______Yes
b. ______No
43) Why have you not yet gone for a test? (Choose up to 3.)
___a) Already went for a test
___b) Afraid of knowing my status
___c) Do not believe in HIV/AIDS
___d) Not confidential
___e) No money for transportation
___f) Family always work at centers
___g) Just never thought of it
___h) Other reasons: ________________________________________________
44) Consider your personal risk of contracting the AIDS virus, HIV. Do you
think that you personally are at high, moderate, low, or no risk?
____ a) high
____ d) none
____ b) moderate
____ e) do not know
____ c) low
45) Besides using a condom, have you ever done anything else to avoid getting
HIV/AIDS and STDs?
____a) Yes
____b) No
46) What did you do to avoid getting HIV/AIDS or STDs? (Choose up to 3 responses.)
___a) Nothing (choose by itself)
___b) withdrawal
___c) contraceptive pills
___d) contraceptive injections
___e) sterilization (females)
___f) vasectomy (male)
___g) sex during “safe time”
___h) breastfeeding
___i) abstinence
___j) washing genital area
___k) using herbs
___l) urinating right after sex
___m) other things: ________________________________________________
47) Have you ever known anyone with HIV/AIDS?
____ a) Yes
____b) No
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48) Do you know of anyone who has died of HIV/AIDS?
____a) Yes
____b) No
49) Some schools have classes on family life education or sex education. Have any of
your schools offered any classes or talks on family life or sex education?
a. ______Yes
b. ______No
50) Did you ever attend any classes or talks on family life or sex education?
a. ______Yes
b. ______No
51) How many hours of sexual education do you estimate that you have had in your
lifetime?
___________
52) Have you had any family life or sex education in the past year?
a. ______Yes
b. ______No
53) How many hours of sexual education do you estimate that you have had in the last
year? ___________
54) Have you ever seen a male condom demonstration? By a condom demonstration, I
mean someone like a nurse, other adult, or peer showing you how a male condom is
correctly used.
a. ______Yes
b. ______No
55) Who showed you how to use a condom correctly?
_____No one
_____Sex Education Teacher
_____Health Professional
_____Mother
_____Father
_____Sister/Brother
_____Grandparent
_____Aunt/Uncle
_____Cousin
_____Friend
_____Boyfriend/Girlfriend
_____Other
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Condom Influence Strategies Questionnaire
Now, we would like for you to think about your most recent sexual partner. Please rate
how often, on average, you use each of these strategies to persuade your most recent
partner to use a condom during vaginal or anal sex.
My most recent sexual partner was: (Please choose one.)
a) a relationship partner or
b) a casual sexual partner
1. Tell my partner that I will not have sex with him/her if we do not use
condoms.
Never 1

2

3

4

5 Always

2. Make it clear that I will not have sex if condoms are not used.
Never 1

2

3

4

5 Always

3. Let my partner know that no condom means no sex.
Never 1
4.

2

3

4

5 Always

Refuse to have sex with my partner unless condoms are used.
Never 1

2

3

4

5 Always

5. Ask that we use condoms during sex.
Never 1

2

3

4

5 Always

6. Make a direct request to use condoms.
Never 1

2

3

4

5 Always

7. Be clear that I’d like us to use condoms.
Never 1

2

3

4

5 Always

8. Say that since we’re going to have sex, I’d like to use condoms.
Never 1

2

3

4

5 Always
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9. Take out a condom to use without saying a word.
Never 1

2

3

4

5 Always

10. Start “fooling around” and then pull out a condom when it was time.
Never 1

2

3

4

5 Always

11. In the heat of the moment, take a condom out to use.
Never 1

2

3

4

5 Always

12. Get my partner very sexually excited and then take out a condom.
Never 1

2

3

4

5 Always

13. Tell my partner that since we love and trust one another, that we
should use condoms.
Never 1
14.

2

3

4

5 Always

Let my partner know that using a condom would show respect for my
feelings.
Never 1

2

3

4

5 Always

15. Tell my partner that it would really mean a lot to our relationship if
he/she would use a condom.
Never 1

2

3

4

5 Always

16. Tell my partner that using a condom would really show how he/she
cares for me.
Never 1

2

3

4

5 Always

17. Tell my partner that if we don’t use condoms, then one of us could end up
with a sexually transmitted infection (STI).
Never 1
18.

2

3

4

5 Always

Let my partner know that there are so many STIs out there that we
should use condoms.
Never 1

2

3

4

5 Always
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19. Tell my partner that using a condom will protect us from STIs.
Never 1

2

3

4

5 Always

20. Tell my partner that we need to use condoms to protect ourselves from
AIDS.
Never 1

2

3

4

5 Always

21. Make up a reason why I want him/her to use a condom.
Never 1

2

3

4

5 Always

22. Tell my partner I only have sex with condoms even though sometimes
don’t.
Never 1

2

3

4

5 Always

23. Make my partner think I always use condoms when I have sex, even
though sometimes I don’t.
Never 1

2

3

4

5 Always

24. Pretend that I’m really concerned about pregnancy when my real concern
is STDs.
Never 1

2

3

4

5 Always
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Condom Use Errors/Problems Survey–Men (M-CUES)
DIRECTIONS: The questionnaire is designed for a man who has used male condoms at least three times
in the past three months for penile-vaginal intercourse and who put the condom on his penis all of the
three times. Thinking about the last three times you (not your partner) put the condom on your penis,
indicate whether or not you engaged in the behavior or if the event happened and, if so, how often it
occurred.

1. For the last three times you used a condom for penile-vaginal intercourse, did you
check for visible damage before having intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

2. For the last three times you used a condom for penile-vaginal intercourse, did you put
it on the wrong side up and have to flip it over?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
3. For the last 3 times you used a condom for penile-vaginal intercourse, did you leave
space at the tip of the condom when putting it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
4. For the last 3 times you used a condom for penile-vaginal intercourse, did you
squeeze the air out after putting it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions

130

5. For the last 3 times you used a condom for penile-vaginal intercourse, did you lose or
start to lose your erection while putting it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
6. For the last 3 times you used a condom for penile-vaginal intercourse, did you use a
condom without a water-based lubricant such as K-Y jelly or spermicidal cream (meaning
the condom did not have lubricant on it and you or your partner did not put any on it)?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
7. For the last three times you used a condom for penile-vaginal intercourse, did you
also use an oil-based lubricant, such as Vaseline or baby oil, with the condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
8. For the last three times you used a condom for penile-vaginal intercourse, did you
lose or start to lose your erection after penile-vaginal intercourse had begun while using
the condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
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9. For the last three times you used a condom for penile-vaginal intercourse, did you let
it contact sharp jewelry, fingernails, piercings, or teeth anytime before or during
intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
10. For the last 3 times you used a condom for penile-vaginal intercourse, did you start
having penile-vaginal intercourse without the condom and then put it on later and
continued penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
11. For the last time you used a condom for penile-vaginal intercourse, did you start
having intercourse with it on and then take it off and continue having penile-vaginal
intercourse without it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
12. For the last three times you used a condom for penile-vaginal intercourse, did it
break during penile-vaginal intercourse?
___no
___if yes, it did on 1 occasion, on 2 occasions, or on all 3 occasions?
___it did on 1 occasion
___it did on 2 occasions
___it did on 3 occasions
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13. For the last three times you used a condom for penile-vaginal intercourse, did it slip
off during penile-vaginal intercourse?
___no
___if yes, it did on 1 occasion, on 2 occasions, or on all 3 occasions?
___it did on 1 occasion
___it did on 2 occasions
___it did on 3 occasions
14. For the last three times you used a condom for penile-vaginal intercourse, did it slip
off as you were taking your penis out of the vagina?
___no
___if yes, it did on 1 occasion, on 2 occasions, or on all 3 occasions?

___it did on 1 occasion
___it did on 2 occasions
___it did on 3 occasions
15. For the last three times you used a condom for penile-vaginal intercourse, did you
have any problems with the way it fit?
___no
___if yes, I did on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did on 1 occasion
___I did on 2 occasions
___I did on 3 occasions
16. For the last three times you used a condom for penile-vaginal intercourse, did you or
your partner have any problems with the way it felt?
___no
___if yes, did it happened on 1 occasion, on 2 occasions, or on all 3 occasions?
___ it happened on 1 occasion
___ it happened on 2 occasions
___ it happened on 3 occasions
17. For the last three times you used a condom for penile-vaginal intercourse, did you
check the expiration date on the condom packet before having penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
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18. For the last three times you used a condom for penile-vaginal intercourse, did you
use a lubricant with your condom during penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

19. For the last three times you used a condom for penile-vaginal intercourse, did you
start having sex before the condom was unrolled to the base of the penis?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

20. For the last three times you used a condom for penile-vaginal intercourse, did you
use a condom that was stored >1 month in a wallet?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

21. For the last three times you used a condom for penile-vaginal intercourse, did
ejaculate drip onto your partner’s mouth, genitals, or anus?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

22. For the last three times you used a condom for penile-vaginal intercourse, did you
store the condom in a cool, dry location?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
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23. For the last three times you used a condom for penile-vaginal intercourse, did you
unroll the condom and then try to put it on the penis?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

24. For the last three times you used a condom for penile-vaginal intercourse, did you
knowingly use an expired condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

25. For the last three times you used a condom for penile-vaginal intercourse, did you
use a condom again during the same sexual session?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

26. For the last three times you used a condom for penile-vaginal intercourse, did you
knowingly use a damaged condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

27. For the last three times you used a condom for penile-vaginal intercourse, did you
use the same condom when you switched between vaginal, oral, or anal sex?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
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28.For the last three times you used a condom for penile-vaginal intercourse, did you
discuss condom use before sex?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
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Condom Use Errors/Problems Survey–Women (W-CUES)
DIRECTIONS: The questionnaire is designed for a woman who has used a male condom at least three
times in the past three months for penile-vaginal intercourse and who put the condom on her partner’s
penis all of the three times. Thinking about the last three times you (not your partner) put the condom on
his penis, indicate whether or not you engaged in the behavior or if the event happened and, if so, how
often it occurred.

1. For the last three times you used a condom for penile-vaginal intercourse, did you
check for visible damage before having penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
2. For the last three times you used a condom for penile-vaginal intercourse, did you
put it on the wrong side up and have to flip it over?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
3. For the last 3 times you used a condom for penile-vaginal intercourse, did you leave
space at the tip of the condom when putting it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
4. For the last 3 times you used a condom for penile-vaginal intercourse, did you
squeeze the air out after putting it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions

137

5. For the last 3 times you used a condom for penile-vaginal intercourse, did your
partner lose or start to lose his erection while you were putting it on his penis?
___no
___if yes, he did on 1 occasion, on 2 occasions, or on all 3 occasions?
___he did on 1 occasion
___he did on 2 occasions
___he did on 3 occasions
6. For the last 3 times you used a condom for penile-vaginal intercourse, did you use a
condom without a water-based lubricant such as K-Y jelly or spermicidal cream
(meaning the condom did not have lubricant on it and you or your partner did not put
any on it)?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
7. For the last three times you used a condom for penile-vaginal intercourse, did you
also use an oil-based lubricant, such as Vaseline or baby oil, with the condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
8. For the last three times you used a condom for penile-vaginal intercourse, did your
partner lose or start to his erection after penile-vaginal intercourse had begun while
using the condom?
___no
___if yes, he did on 1 occasion, on 2 occasions, or on all 3 occasions?
___he did on 1 occasion
___he did on 2 occasions
___he did on 3 occasions
___not sure
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9. For the last three times you used a condom for penile-vaginal intercourse, did you
let it contact sharp jewelry, fingernails, piercings, or teeth any time before or during
penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
10. For the last 3 times you used a condom for penile-vaginal intercourse, did you start
having penile-vaginal intercourse without the condom and then you put it on later and
continued penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
11. For the last time you used a condom for penile-vaginal intercourse, did you start
having intercourse with it on and then took it off and continue having penile-vaginal
intercourse without it on?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on 3 occasions
12. For the last three times you used a condom for penile-vaginal intercourse, did it
break during penile-vaginal intercourse?
___no
___if yes, it did on 1 occasion, on 2 occasions, or on all 3 occasions?
___it did it on 1 occasion
___it did it on 2 occasions
___it did it on 3 occasions
___not sure
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13. For the last three times you used a condom for penile-vaginal intercourse, did it slip
off during penile-vaginal intercourse?
___no
___if yes, it did on 1 occasion, on 2 occasions, or on all 3 occasions?
___it did on 1 occasion
___it did on 2 occasions
___it did on 3 occasions
___not sure
14. For the last three times you used a condom for penile-vaginal intercourse, did it slip
off while your partner was taking his penis out of your vagina?
___no
___if yes, it did on 1 occasion, on 2 occasions, or on all 3 occasions?

___it did on 1 occasion
___it did on 2 occasions
___it did on 3 occasions
___not sure
15. For the last three times you used a condom for penile-vaginal intercourse, did your
partner have any problems with the way it fit?
___no
___if yes, he did on 1 occasion, on 2 occasions, or on all 3 occasions?
___he did on 1 occasion
___he did on 2 occasions
___he did on 3 occasions
___not sure
16. For the last three times you used a condom for penile-vaginal intercourse, did you or
your partner have any problems with the way it felt?
___no
___if yes, did it happen on 1 occasion, on 2 occasions, or on all 3 occasions?
___it happened on 1 occasion
___it happened on 2 occasions
___it happened on 3 occasions
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17. For the last three times you used a condom for penile-vaginal intercourse, did you
check the expiration date on the condom packet before having penile-vaginal
intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

18. For the last three times you used a condom for penile-vaginal intercourse, did you
use a lubricant with your condom during penile-vaginal intercourse?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

19. For the last three times you used a condom for penile-vaginal intercourse, did you
start having sex before the condom was unrolled to the base of the penis?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

20. For the last three times you used a condom for penile-vaginal intercourse, did you
use a condom that was stored >1 month in a wallet?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

21. For the last three times you used a condom for penile-vaginal intercourse, did
ejaculate drip onto your partner’s mouth, genitals, or anus?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

22. For the last three times you used a condom for penile-vaginal intercourse, did you
store the condom in a cool, dry location?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
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23. For the last three times you used a condom for penile-vaginal intercourse, did you
unroll the condom and then try to put it on the penis?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

24. For the last three times you used a condom for penile-vaginal intercourse, did you
knowingly use an expired condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

25. For the last three times you used a condom for penile-vaginal intercourse, did you
use a condom again during the same sexual session?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

26. For the last three times you used a condom for penile-vaginal intercourse, did you
knowingly use a damaged condom?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

27. For the last three times you used a condom for penile-vaginal intercourse, did you
use the same condom when you switched between vaginal, oral, or anal sex?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions

28. For the last three times you used a condom for penile-vaginal intercourse, did you
discuss condom use before sex?
___no
___if yes, did you do it on 1 occasion, on 2 occasions, or on all 3 occasions?
___I did it on 1 occasion
___I did it on 2 occasions
___I did it on all 3 occasions
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Condom Use Skills Checklist
There are eight (8) steps to using a condom correctly. The following are 16
statements about using a condom, some of which are correct and some of which
are incorrect.
MARK OR CHECK () THE EIGHT (8) CORRECT STATEMENTS.

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Check the expiration date on the back of the condom.
Tear along one side of the foil, being sure not to rip the condom
inside.
Put the condom on any time before you ejaculate.
Put the condom on when the penis is erect (hard), before there is any
contact between the penis and your partner’s body.
Unroll the condom before placing on the penis.
Withdraw the penis while it is still erect (hard) by holding the
condom firmly in place. Remove the condom.
Unroll the condom to approximately three quarters of the way down
the penis
Apply a water-based lubricant. (i.e. K.Y. Jelly).
Squeeze the closed end of the condom between your forefinger and
thumb and place the condom over the erect penis.
Wrap the used condom back in the foil to save for next time.
Unroll the condom to the base (hair) of the penis.
Apply an oil-based lubricant. (i.e. Oil, Vaseline, lotion).
Withdraw the penis after it is no longer erect (hard) by holding the
condom firmly in place. Remove the condom.
Put the condom on before the penis is erect, before there is any
contact between the penis and your partner’s body.
Unroll the closed end of the condom so that there is two inches
between the end of the condom and the tip of the penis.
Dispose of the used condom.
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□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

The UCLA Multidimensional Condom Attitudes Scale
Please respond to all questions even if you have not had sex or have never used (or had a partner
use) condoms. In such cases, indicate how you think you would feel in such a situation.
Choose a number on the scale below that best represents your feelings about each statement.
There are no right or wrong responses to any of these statements. Write the number that best
represents your opinion in the blank beside each question.
Strongly
Disagree
1
1)
2)
3)
4)
5)
6)
7)
8)
9)
10)
11)
12)
13)
14)
15)
16)
17)
18)
19)
20)
21)
22)
23)
24)
25)

Disagree
2

Slightly
Disagree
3

Neutral
4

Slightly
Agree
5

Agree
6

Strongly
Agree
7

It is really hard to bring up the issue of using condoms to my partner.
Use of a condom is an interruption of foreplay.
Women think men who use condoms are jerks.
Condoms are an effective method of preventing the spread of AIDS and other
sexually transmitted diseases.
I always feel really uncomfortable when I buy condoms.
Condoms are unreliable.
When I suggest using a condom I am almost always embarrassed.
Condoms ruin the sex act.
I think condoms are an excellent means of contraception.
I don't think that buying condoms is awkward.
It is very embarrassing to buy condoms.
It is easy to suggest to my partner that we use a condom.
If a couple is about to have sex and the man suggests using a condom, it is
less likely that they will have sex.
Condoms do not offer reliable protection.
Condoms are a lot of fun.
I never know what to say when my partner and I need to talk about condoms
or other protection.
It would be embarrassing to be seen-buying condoms in a store.
People who suggest condom use are a little bit geeky.
The use of condoms can make sex more stimulating.
Condoms are an effective method of birth control.
I'm comfortable talking about condoms with my partner.
Men who suggest using a condom are really boring.
When I need condoms, I often dread having to get them.
A woman who suggests using a condom does not trust her partner.
Condoms are uncomfortable for both partners.
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Sexual Risk Survey (SRS)
Instructions: Please read the following statements and record the number that is true for you
over the past month for each question on the blank. If you do not know for sure how many
times a behavior took place, try to estimate the number as close as you can. Thinking about
the average number of times the behavior happened per week or per month might make it
easier to estimate an accurate number, especially if the behavior happened fairly regularly. If
you’ve had multiple partners, try to think about how long you were with each partner, the
number of sexual encounters you had with each, and try to get an accurate estimate of the
total number of each behavior. If the question does not apply to you or you have never
engaged in the behavior in the question, put a ‘‘0’’ on the blank. Please do not leave items
blank. Remember that in the following questions ‘‘sex’’ includes oral, anal, and vaginal sex
and that ‘‘sexual behavior’’ includes passionate kissing, making out, fondling, petting, oralto-anal stimulation, and hand-to-genital stimulation. Please consider only the last month
when answering and please be honest.
In the past month:
1. How many partners have you engaged in sexual behavior with but not had sex with?
2. How many times have you left a social event with someone you just met?
3. How many times have you ‘‘hooked up’’ but not had sex with someone you didn’t know
or didn’t know well?
4. How many times have you gone out to bars/parties/social events with the intent of
‘‘hooking up’’ and engaging in sexual behavior but not having sex with someone?
5. How many times have you gone out to bars/parties/social events with the intent of
‘‘hooking up’’ and having sex with someone?
6. How many times have you had an unexpected and unanticipated sexual experience?
7. How many times have you had a sexual encounter you engaged in willingly but later
regretted?
For the next set of questions, follow the same direction as before. However, for questions 8–
23, if you have never had sex (oral, anal or vaginal), please put a ‘‘0’’ on each blank.
In the past month:
8. How many partners have you had sex with?
9. How many times have you had vaginal intercourse without a latex or polyurethane
condom? Note: Include times when you have used a lambskin or membrane condom.
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10. How many times have you had vaginal intercourse without protection against pregnancy?
11. How many times have you given or received fellatio (oral sex on a man) without a
condom?
12. How many times have you given or received cunnilingus (oral sex on a woman) without
a dental dam or adequate protection?
13. How many times have you had anal sex without a condom?
14. How many times have you or your partner engaged in anal penetration by a hand
(‘‘fisting’’) or other object without a latex glove or condom followed by unprotected anal
sex?
15. How many times have you given or received analingus (oral stimulation of the anal
region, (‘‘rimming’’) without a dental dam or adequate protection?
16. How many people have you had sex with that you know but are not involved in any sort
of relationship with (i.e., ‘‘friends with benefits’’, ‘‘fuck buddies’’)?
17. How many times have you had sex with someone you don’t know well or just met?
18. How many times have you or your partner used alcohol or drugs before or during sex?
19. How many times have you had sex with a new partner before discussing sexual history,
IV drug use, disease status and other current sexual partners?
20. How many times (that you know of) have you had sex with someone who has had many
sexual partners?
21. How many partners (that you know of) have you had sex with who had been sexually
active before you were with them but had not been tested for STIs/HIV?
22. How many partners have you had sex with that you didn’t trust?
23. How many times (that you know of) have you had sex with someone who was also
engaging in sex with others during the same time period.
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Safe Sex Behavior Questionnaire
Directions: Below is a list of sexual practices. Please read each statement and respond by indicating your
degree of use of these practices.
1 = Never

2 = Sometimes

3 = Most of the Time
Never

1. I insist on condom use when I have sexual intercourse.
*2. I use cocaine or other drugs prior to or during sexual
intercourse.
3. I stop foreplay long enough to put on a condom (or for my
partner to put on a condom).
4. I ask potential sexual partners about their sexual histories.
5. I avoid direct contact with my sexual partner's semen or
vaginal secretions.
6. I ask my potential sexual partners about a history of
bisexual/homosexual practices.
*7. I engage in sexual intercourse on a first date.
8. I abstain from sexual intercourse when I do not know my
partner's sexual history.
9. I avoid sexual intercourse when I have sores or irritation in
my genital area.
10. If I know an encounter may lead to sexual intercourse, I
carry a condom with me.
11. I insist on examining my sexual partner for sores, cuts, or
abrasions in the genital area.
12. If I disagree with information that my partner presents on
safer sex practices, I state my point of view.
*13. I engage in oral sex without using protective barriers such
as a condom or rubber dam.
*14. If swept away in the passion of the moment, I have sexual
intercourse without using a condom.
*15. I engage in anal intercourse.
16. I ask my potential sexual partners about a history of IV drug
use.
17. If I know an encounter may lead to sexual intercourse, I
have a mental plan to practice safer sex.
18. If my partner insists on sexual intercourse without a
condom, I refuse to have sexual intercourse.
19. I avoid direct contact with my sexual partner's blood.
*20. It is difficult for me to discuss sexual issues with my sexual
partners.
21. I initiate the topic of safer sex with my potential sexual
partner.
*22. I have sexual intercourse with someone who I know is a
bisexual or gay person.
*23. I engage in anal intercourse without using a condom.
*24. 1 drink alcoholic beverages prior to or during sexual
intercourse.
*Negatively worded items

4 = Always

Sometimes

Most of
the time

Always

1
1

2
2

3
3

4
4

1

2

3

4

1
1

2
2

3
3

4
4

1

2

3

4

1
1

2
2

3
3

4
4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1
1

2
2

3
3

4
4

1

2

3

4

1

2

3

4

1
1

2
2

3
3

4
4

1

2

3

4

1

2

3

4

1
1

2
2

3
3

4
4
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Acceptability Questionnaire
I would participate in this event again.
_____True

_____False

_____Don’t Know

I would suggest this event to a friend or family member?
_____True

_____False

_____Don’t Know

I have taught someone else to use a condom correctly in the last month.
_____Yes
How many people have you taught?

_____No
__________

Tell us at least one thing you liked about the intervention. Why? (Please write below.)

Tell us at least one thing you did not like about the intervention. Why? (Please write below.)
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Appendix G

CONDOM CARNIVAL
– Sign-In Start Table –
15 min training time
a. Materials:
i. 4 Clip Boards
ii. Condom Carnival Sign-In Sheets
iii. Blank Participation Forms
iv. Basket for Participation Forms
v. Candy Bowl - Lollipops
vi. Pens
b. Directions: “Please sign-in and get a Participation Form. Take your Participation
Form with you as you go around the tables and ask the station leaders to sign your
Participation Form when you complete an activity. Don’t forget -You don’t get
your prize until you turn in your Participation Form. Have fun!”
c. Job of Volunteers:
i. Have students sign-in.
ii. Give each student a pen and a Participant Form.
iii. Make sure they take their Participation Form with them so they can have it
stamped by the table leaders.
iv. Remind them that they don’t get their prize until they turn in their
handouts at the end.
v. Help clean up.
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CONDOM CARNIVAL
– Do It Right –
Condom Demonstration Table
45-minute training time
a. Materials for Green Box:
i. Four Penis Replicas
ii. Separated Condoms
iii. 2 Bowls for Condoms - look like candy bowls
iv. Condom Demonstration Video on loop on computer
v. 4 Laminated Planned Parenthood’s 10 Steps for Correct Condom Use
vi. 2 VOICES Condom Posters
vii. Green Pens
viii. Easels
ix. Hand Wipes
b. Directions: “Watch this video and read over the list of steps of how to put on a
condom correctly. Now show what you know by putting the condom on the
replica correctly. I will help you out if you need it.”
c. Job of Volunteers:
i. Recruit students to watch video loop.
ii. Ask them to read through the steps of how to put on a condom correctly.
iii. Watch them as they practice putting the condom on the penis replica.
iv. Correct them when needed.
v. Make sure to mark their Participation Forms with a Green Leaf when they
complete the activity.
vi. Help clean up.
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CONDOM CARNIVAL
– Condom Break –
See how many marbles can fit into a condom
20-minute training time
a. Materials for Red Box:
i. 4 Buckets
ii. 16 packs of Marbles
iii. Separated Condoms
iv. Red Pens
v. Hand Wipes
vi. Marble Count Sheets
b. Directions: “Try to see how many marbles a condom can hold without breaking.
Find a friend so one of you can hold the condom while the other person puts in
the marbles. Don’t forget to count the marbles and record the number on this
sheet on the table!”
c. Job of Volunteers:
i. Recruit students to table.
ii. Ask them to find a friend to partner for the activity.
iii. Make sure they keep the condoms over the buckets while they are filling
them with the glass marbles!!
iv. Help them count as they put the marbles in the condoms.
v. Remind them to record the number of marbles on the sheet at the table.
vi. Make sure to mark their Participation Forms with a Red Heart when they
complete the activity.
vii. Help clean up.
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CONDOM CARNIVAL
– Safety Lube 101 –
Divide lubricants into safe & unsafe for condoms
45-minutes for training time
a. Materials for Blue Box:
i. Vaseline (Petroleum Jelly) - unsafe
ii. Baby Oil - unsafe
iii. Crisco - unsafe
iv. Lotion- unsafe
v. KY – safe
vi. Wet Jelly – safe
vii. Astroglide – safe
viii. Warm Touch Warming Jelly - safe
ix. 4 Buckets for Lubricants to go into
x. 4 Poster Boards divided into halves with one side labeled with Safe
(Check Mark) and the other labeled with Unsafe (Circle with a Line
through it)
xi. Blue Pens
b. Directions: “Oil-based products are not safe to use with latex condoms. Please
separate these commonly-used lubricants by safe versus unsafe to use with
condoms. Put all lubricants that are safe to use with a latex or polyurethane
condom in the green circle with the checkmark in it. Put all the lubricants that are
not safe to use with condoms into the red circle with the line through it. Read the
ingredients if you need to.”
c. Job of Volunteers:
i. Recruit students.
ii. Give them bucket with all the lubricants in it.
iii. Have them divide the lubricants into safe and unsafe by having them place
them in the circles on the poster board (into green circle with checkmark
for safe lubricants and into the red circle with the line through it for the
unsafe lubricants).
iv. If students aren’t sure whether the lubricant is safe or not, tell them to read
the labels. Safe lubricants do not have any oils in them!
v. Make sure to mark their Participation Forms with a Blue Star when they
complete the activity.
vi. After each participant, put all lubricants back into the bucket for the next
participant to sort.
vii. Help clean up.
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CONDOM CARNIVAL
– Condom Chat –
Convince us to use a condom
45-minutes for training time
a. Materials for Purple Box:
i. Index Cards with Excuses on one side and Possible Responses on the other
ii. Purple Pens
b. Directions: “I am going to give you excuses for not wanting to use a condom.
Your job is to try to convince me to use one. Please reply to the content of my
excuse. (Insert condom excuse.) I just gave you an excuse for not using a condom.
Now you give me two possible comebacks by responding to the content of my
excuse to try to encourage me to use a condom. We are going to do this three
times with three different excuses for not using condoms.”
c. Job of Volunteers:
i. Recruit students.
ii. While showing the participant the index card, read the excuse for not
using a condom.
iii. Ask the student to come up with two good comebacks to that excuse in
order to encourage you to use a condom.
iv. Look on the back of the excuse index card for possible responses, if the
student is having trouble coming up with some good comebacks.
v. Do this activity three times for each participant using three different
condom use excuses.
vi. Make sure to mark their Participation Forms with a Purple Check when
they complete the activity.
vii. Help clean up.
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CONDOM CARNIVAL
– Get Tested! –
Learn about signs and symptoms of HIV/STIs &
Importance of HIV/STI testing
45-minutes for training time
a. Materials for Pink Box:
i. Posters of Signs/Symptoms
ii. Pamphlets of Signs/Symptoms
iii. Get Yourself Tested Posters
iv. Get Yourself Tested Stickers
v. Handouts of Free Testing Locations in Memphis
vi. Pink Pens
b. Directions: “The only 100% sure way not to get an STI, including HIV, is to not
have sex. When you have sex, you put yourself at risk for STIs. Many times
people have STIs, and they don’t even know it because they don’t have any
symptoms at all. It is really important to get yourself tested, so you can keep
yourself safe and healthy and get treated for an STI quickly if you get one. Having
an STI makes it more likely you will get HIV. It is recommended that sexually
active individuals be tested for STIs at least once per year.””
c. Job of Volunteers:
i. Recruit students.
ii. Tell them about STIs.
iii. Have them play a matching game of symptoms/facts and the related STI.
iv. Give them the pamphlet with signs and symptoms of STIs.
v. Make sure to mark their Participation Forms with a Pink Circle when they
complete the activity.
vi. Help clean up.
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CONDOM CARNIVAL
– Having Sex with Whom –
Calculate your sexual risk by studying a sexual exposure chart and using an online tool to
calculate risk based on number of sexual partners
45-minutes for training time
a. Materials for Yellow Box:
i. Sexual Exposure Chart Posters
ii. Computer with Sexual Risk Calculator
iii. Yellow Pens
b. Directions: “Each time you have sex you are essentially “sleeping with” everyone
your sex partner has slept with. Your risk for STIs goes up depending on how
many sexual partners you have had and how many sexual partners your sex
partner has had. Take a minute and think about how many people you have had
sex with. Now, study this chart and see how many people you have been exposed
to if each of your sex partners has had sex with the same number of people you
have. How do you feel about that?”
c. Job of Volunteers:
i. Recruit students.
ii. Point out the Sexual Exposure Chart Poster. Encourage participants to
study it and figure out how many people they have been exposed to.
iii. Make sure to mark their Participation Forms with a Yellow Moon when
they complete the activity.
iv. Help clean up.
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CONDOM CARNIVAL
– Going Down Safely –
Learn about oral sex risks and the importance of using protection.
Check out the flavored condoms and dental dams
45-minutes for training time
a. Materials for Light Blue Box:
i. Can I Get Cancer from Oral Sex Poster
ii. Flavored Condoms and Dental Dams
iii. Female Replicas
iv. Penis Replicas
v. Light Blue Pens
b. Directions: “You can catch STIs by having oral sex. You can catch Herpes,
Syphilis, Gonorrhea, Genital warts (HPV), intestinal parasites (amebiasis),
Hepatitis A or B, and HIV. You can reduce your risk of catching STIs by not
letting your partner ejaculate in your mouth and by using barriers such as
condoms, natural rubber latex sheets, dental dams, or cut-open non-lubricated
condoms between your mouth and your partner’s genitals or rectum.”
c. Job of Volunteers:
i. Recruit students.
ii. Show the participant the Oral Sex Risks Poster.
iii. Have participants divide lubricants and condoms/dental dams into
categories specific for oral sex and vaginal/anal sex.
iv. Show them the female replica and how to use a dental dam.
v. Show them the penis replica and how the flavored condom is ready for
oral sex.
vi. Allow them to sample the flavored condoms/dental dams and lubricants.
vii. Make sure to mark their Participation Forms with a Baby Blue Triangle
when they complete the activity.
viii. Help clean up.
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CONDOM CARNIVAL
– Sober Sex is Safer Sex –
45-minutes for training time
a. Materials for Orange Box:
i. Poster of Top Ten Reasons Sober Sex is Better Sex
ii. Orange Pens
b. Directions: “When you are sober you are more likely to enjoy and to remember
sex. When you drink or get high, your judgment is affected and you may be less
likely to practice safe sex. So have fun, stay sober, and practice safe sex.”
c. Job of Volunteers:
i. Recruit students.
ii. Have participants play a guessing game where they will answer true/false
questions using the “Reason Why Sober Sex is Better Sex” PowerPoint.
iii. Make sure to mark their Participation Forms with an Orange Smiley Face
when they complete the activity.
iv. Help clean up.
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CONDOM CARNIVAL
– Finish Table –
15-minute training time
a. Materials:
i. Pens
ii. Container for Pens
iii. Basket for completed Participation Forms
iv. Condom Packet Prizes
b. Directions: “Please give me your completed Participation Form. Thank you so
much for celebrating safe sex with us! We hope you enjoy your prize!”
c. Job of Volunteers:
i. Collect completed Participation Forms.
ii. After you have taken their sheets, handout the Condom Packet Prizes.
iii. Be sure to thank students for participating.
iv. Help clean up.
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Appendix H
Facilitator Fidelity Checklist for Quality Assurance
Condom Carnival Intervention
At the end of each session, the Facilitator, the Co-facilitator, and the Quality Assurance Specialist should complete their
own copy of this survey. Below is a list of content areas. Please rate how completely these content areas were covered
based on the Facilitator Training Manual. For example, an activity may be described only briefly in the Manual, but if the
Facilitator makes the brief points outlined in the Manual, then he or she will have covered that material completely. Write
any comments in the “Notes” column.
How thoroughly were these topics covered in today’s session?
1. Sign-in: Start table
 Had participants sign-in
 Gave participants a participation
form
 Reminded participants that they
do not receive a prize if they do
not complete the participation
form
2. Do It Right: Condom
Demonstration
 Asked participants to read steps
 Watched as participants practiced
putting condom on penis replica
 Corrected participants when
needed
 Referred them back to the 10 steps
 Had participant try again until
error free
 Marked participants form with
green leaf

Not at all

A little bit

Moderately

Quite a lot

Completely
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Notes

Facilitator Fidelity Checklist for Quality Assurance
Condom Carnival Intervention
How thoroughly were these topics covered in today’s session?
3. Condom Break: See how many
marbles can fit into a condom
before it breaks
 Asked participants to find a
partner for this activity
 Told participants to be sure and
keep condoms over the buckets
while they fill with marbles
 Helped participants count marbles
as they put them into the condoms
 Marked participation form with a
red heart
4. Safety Lube 101: Divide Lubricants
into safe and unsafe for condom
use
 Gave participants buckets of
lubricants
 Had participants divide lubricants
into safe and unsafe for use with
condoms by placing them in circles
– green for safe use with condoms
and red circles with line through it
for unsafe use with condoms
 Had participants read the labels
on lubricants if they were unsure
whether safe or unsafe and made
sure participants understood that
safe lubricants DO NOT have oils
in them

Not at all

A little bit

Moderately

Quite a lot

Completely
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Notes

Facilitator Fidelity Checklist for Quality Assurance
Condom Carnival Intervention
How thoroughly were these topics covered in today’s session?
 Marked participation form with a
blue star
 Put lubricants back into buckets
when participants finished to get
ready for next participant
5. Condom Chat: Convince to use a
condom
 Showed participants index card,
read excuse for not using condom
 Asked participant to come up with
two good content-specific
comebacks to that excuse in order
to encourage facilitator to use
condom
 Looked at the back of the excuse
index card for possible responses,
if the participant was having
trouble coming up with some good
comebacks
 Repeated three times for each
participant using three different
condom excuses
 Marked participation form with
purple check
6. Get Tested: Importance of HIV/STI
testing

Not at all

A little bit

Moderately

Quite a lot

Completely
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Notes

Facilitator Fidelity Checklist for Quality Assurance
Condom Carnival Intervention
How thoroughly were these topics covered in today’s session?
 Told participants about STIs
 Had participants play a matching
game of symptoms/facts and the
related STI
 Gave participants a handout on
STIs and testing sites
 Marked participation form with a
pink circle
 7. Having Sex With Whom: Sexual
risk exposure chart

Pointed out sexual exposure chart
 Encouraged participants to study
chart and figure out how many
people they have potentially been
exposed to
 Marked participation form with a
yellow moon
 8. Going Down Safely: Oral sex
risks

Showed participants oral sex
poster
Had participants divide lubricants
and condoms/dental dams into
categories specific for oral sex
and vaginal/anal sex

Not at all


A little bit


Moderately


Quite a lot


Completely
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Notes

Facilitator Fidelity Checklist for Quality Assurance
Condom Carnival Intervention
How thoroughly were these topics covered in today’s session?
 Showed participants male penis
replica and how the flavored
condom is ready for oral sex
 Allowed participants to sample the
flavored condoms/dental dams and
lubricants
 Marked participation form with a
baby blue triangle
9. Sober Sex is Safer Sex
 Had participants play a guessing
game where they answered
true/false questions using the
“Reason Why Sober Sex is Better
Sex” PowerPoint
 Marked participant form with
orange smiley face
10. Finish Table
 Collected Participant forms
 Collected Participant forms
 Handed participants Condom
Prize Packets
 Thanked participants for
participating!

Not at all

A little bit

Moderately

Quite a lot

Completely
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Notes

Appendix I
Recruitment Script

Good afternoon everyone. My name is ________, and I am a member of the CHANGE Lab from
the Psychology Department at The University of Memphis. We are currently starting a new
research project entitled “College Students’ Behaviors: Let’s Talk about Sex.” The purpose of
our study is to better understand sexual behavior among college student emerging adults and to
provide students with information to help them determine their risk. Risky sexual behavior
leaves college students at risk for negative consequences, such as becoming accidently pregnant
and/or catching sexually transmitted infections (STIs), including HIV. The information gained
from this study will help us understand how to better lower sexual risk among college students
and for students to better understand the potential consequences of their sexual behaviors. This
is an important study because the consequences of engaging in risky behaviors such as
unprotected sex greatly affect college students.
This study will be conducted on campus for students at The University of Memphis. This
research study will involve two parts with several components. Students who sign up to
participate in the study will have the opportunity to receive 3 SONA credits, one credit per hour
for the on-campus session.




Part One: During the on-campus session that lasts approximately three hours, students
will review the consent form as a group. All students will create a personal identification
code that allows them to answer the online assessment questions anonymously.
o In the 1st hour, student volunteers will be asked to complete a pre-assessment,
which asks questions about their sexual behaviors, HIV-related knowledge,
condom use and attitudes, and STI/HIV testing history.
o In the 2nd hour after completing the pre-assessment, students will be asked to
participate in an intervention. They will be given information about sexual risk
reduction including information about HIV and other STIs.
o In the 3rd hour immediately after the intervention, students will be asked to
complete a post-assessment.
Part Two: About one month following the intervention, students who volunteered to
participate in this study will be contacted via email and asked to complete a follow-up
assessment that will take about an hour to complete. After completing the follow-up
assessment, students will be given a 20-dollar gift card in compensation for their time
after classes have ended.

In order to participate in the study, students must be 18 years or older. Students who are
interested should sign up for the project using SONA systems.
If any of you are interested in participating in this study, please take one of these sheets with all
of the information for the study provided. On behalf of the CHANGE Lab, we would like to say
thank you.
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Appendix J
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being invited to participate in a research study to help us learn about college students’ sexual
behavior. College students are engaging in sexual behaviors that may leave them at risk for negative
consequences, such as unplanned pregnancy and/or sexually transmitted infections (STIs), including HIV.
You are being invited to participate because you are 18 years of age or older and are a current student at
The University of Memphis. If you volunteer to take part in this study, you will be one of about 120
people to do so.
WHO IS DOING THE STUDY?
The people in charge of this study are Mollie Anderson (Lead Investigator, LI) of The University of
Memphis, Department of Psychology. She is being guided in this research by Dr. Idia Thurston (Mentor)
of The University of Memphis, Department of Psychology. There may be other study staff assisting at
different times during the study.

WHAT IS THE PURPOSE OF THIS STUDY?
The purpose of this study is to better understand sexual behaviors among college students and to provide
students with information to help them determine their risk. Some sexual behaviors leave college students
vulnerable to unplanned pregnancy and/or STIs, including HIV. The information gained from this study
will help us to better understand college students’ sexual behavior and will help students better
understand the potential consequences of their behaviors.

ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY?
You should not take part if you are NOT 18 years of age or older and if you are NOT a registered
student at The University of Memphis.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The first part of the research procedure will take place on campus at The University of Memphis
and will take a total of three hours. The group consenting process and the pre-assessment
questionnaire will be completed in this room and will take approximately 1 hour to complete.
The 1-hour intervention will be held immediately following the pre-assessment and will be
located in another assigned classroom at The University of Memphis. After participation in the
intervention, you will be asked to return to this room to complete a post-assessment
questionnaire, which will take about an hour to complete. The second part of the research
procedure will occur online one month after the intervention. If you indicate interest in
completing the follow-up assessment, an email message will be sent to you containing a link to
the follow-up survey that will take approximately one hour to complete. You will be sent an
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email reminder twice a week for two weeks until you complete the follow-up assessment. You
will receive a reminder phone call after two consecutive weeks of non-response to the emails.
WHAT WILL YOU BE ASKED TO DO?
This research study will involve multiple steps. The first part of the research procedure will take a total of
three hours and will include participation in a consenting process, completion of a pre-assessment,
participation in an intervention, and completion of a post-assessment. During the first two hours, you will
review this consent form and complete a follow-up contact form. Before you complete any assessments,
you will create a personal identification code using a formula that will be described. This will allow you
to answer questions anonymously when you log onto the computer using the SONA system (Psychology
Subject Pool website). When you connect to the SONA system, you will be redirected to Qualtrics (an
online survey system) to answer the assessment questions using your personal identification code. This
pre-assessment will ask questions about your sexual behaviors, HIV-related knowledge, condom use and
attitudes, and STI/HIV testing history. You will receive one hour of SONA credit for completing the preassessment. After the pre-assessment, you will be asked to participate in a one-hour intervention. You will
be given information about HIV and other STIs. You will receive one hour of SONA credit for
participating in the intervention. After the intervention, you will be asked to complete a post-assessment
that takes approximately one hour. You will receive one hour of SONA credit for completing the postassessment. The second part of the research procedure will occur one month after the post-assessment. At
this time, you will be contacted by email and asked to complete a follow-up assessment. After completing
the follow-up assessment, you will receive a 20-dollar electronic gift card by email as compensation for
your time. You can only take part in this study once.

At the end of this consent form and again at the end of the follow-up survey, you will be
provided with a list of local and affordable community resources that are available to you should
you want additional information about the topics covered or wish to contact someone to discuss
past or current issues with which you may be dealing.
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, participation in this study would cause no more than minimal risk
and discomfort. Some participants may experience embarrassment, distress, or upsetting
emotions when discussing their experiences with the potentially sensitive topic of sexual
behaviors. An additional potential risk could be the negative consequences of having sensitive
information you shared in this study revealed. Steps have been taken to protect your privacy and
confidentiality by not linking your responses to your name. If you become upset or concerned by
the questions or wish to get more information about any of these topics, please contact one of the
resources on the list provided or contact the lead investigator, Mollie Anderson at 901.240.9720.
To manage discomfort, our study staff will be trained to identify potential distress and offer local
referrals for counseling and social services. You also have the choice to end the study at any time
or skip questions that feel uncomfortable. In general, researchers have taken steps to minimize
the risks of this study but there may be unknown risks. Please note that The University of
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Memphis does not have any funds budgeted for compensation for injury, damages, or other
expenses.
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?
You will receive one SONA credit per hour for completing the pre-assessment, participating in the
intervention, and completing the post-assessment. This is a total of three possible SONA credits. You will
also receive a safe sex packet after completing your post-assessment. Finally, after completing the followup assessment, you will receive an electronic 20-dollar gift card by email to compensate for your time.
There is no guarantee that you will get any continuing benefit from taking part in this study. However,
you may experience some educational benefits in regard to your sexual behaviors. Your willingness to
take part in this study may, in the future, increase researchers’ understanding of this topic.

DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in this study, it should be because you really want to volunteer. You will not
lose any benefits or rights that you would normally have at The University of Memphis if you choose not
to volunteer. You can stop at any time during the study and still keep the benefits and rights you had
before volunteering. As a student, if you decide not to take part in this study, your choice will not have
any effect on your academic status or grade in the class.

IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER
CHOICES?
You are not required to take part in this study. If you choose not to be in the study, there are no
other choices except not to participate.
WHAT WILL IT COST YOU TO PARTICIPATE?

There are no financial costs associated with taking part in this study. It will require about 4 hours
of your time.
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
You can potentially receive three SONA hours for participating in this study - one hour for the
pre-assessment, one hour for the intervention, and one hour for the post-assessment. You are
allowed to discontinue the study at any time without losing any credit for the activity that you
started. After completing the post-assessment, you will be offered a safe sex packet including
directions for using a condom correctly, a list of STI testing sites, an array of condoms, and safe
lubricants. You will be asked to complete a second part of the study, a one-month follow-up
assessment for which you can receive a 20-dollar electronic gift card as compensation for your
time since your summer classes will have ended at this time.
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WHO WILL SEE THE INFORMATION THAT YOU GIVE?
We will make every effort to keep private all information that identifies you to the extent
allowed by law. By law, there are a few limits to confidentiality. These limits were developed in
part to ensure the safety of research participants. The researchers are required by law to take
some action if there is suspicion that you may harm yourself or somebody else or if there is
suspicion that a child may be in danger. If any of these situations should occur, we would
attempt to contact you prior to taking any action.
All information gathered in this study will be confidential. Your questionnaire responses will be matched
across time using the personal identification number you create at the beginning of the study. Your
responses from Qualtrics will be saved in a password-protected online database that only study staff can
access. When we share findings from this study in presentations or publications, information from all
participants will be combined so you will never be personally identified.

CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you participate in this study, you can choose to end at any time. If you no longer want to be a
part of this study, we can delete all of your information from the database. You will not be
treated differently by any staff if you decide to stop taking part in the study at any time. The
study staff may need to withdraw you from participating in the study if you become overly
distressed, if you are not able to follow along, if the study is more risk than benefit to you, or if
the study ends early for a variety of scientific reasons.
ARE YOU PARTICIPATING OR CAN YOU PARTICIPATE IN ANOTHER
RESEARCH STUDY AT THE SAME TIME AS PARTICIPATING IN THIS ONE?
You may take part in this study if you are currently involved in another research study.
WHAT IF NEW INFORMATION IS LEARNED DURING THE STUDY THAT MIGHT
AFFECT YOUR DECISION TO PARTICIPATE?
Any new information that might change your willingness to stay in this study will be provided to
you immediately. You may need to complete a new informed consent form if the information is
provided after you have joined the study.
WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR
COMPLAINTS?
Before you decide to take part in this study, please ask us any questions. If you have questions,
suggestions, concerns, or complaints about the study after you participate, you can contact the
study investigators, Mollie Anderson at 901.240.9720 or Dr. Idia Thurston at 901.678.4690. If
you have questions about your rights as a study participant, Beverly Jacobik, administrator for
the Institutional Review Board for the Protection of Human Subjects, can be contacted via e‐
mail at irb@memphis.edu or

168

Institutional Review Board
315 Administration Bldg.
Memphis, TN 38152-3370
Office: 901.678.2705
Fax: 901.678.2199

by phone at 901‐ 678-2705. If you would like additional resources or should you wish to be
connected with local and affordable service providers, please note the list provided.
WHAT ELSE DO YOU NEED TO KNOW?
Researchers are collaborating with colleagues from community organizations to help provide
facilitators, materials, and supplies for this study. No participant data will be shared with them.
INFORMATION ABOUT LOCAL RESOURCES FOR MENTAL HEALTH AND STI/HIV
MEMPHIS MENTAL HEALTH RESOURCES:
 U of M Psychological Services Center, Psychology Building, Room 126: (901) 678-2147;
http://www.memphis.edu/psychology/psc/index.php
 U of M Counseling Center, Wilder Tower, Room 214: (901) 678-2068;
http://www.memphis.edu/counseling/
 U of M Student Health Services, 200 Hudson Health Center: (901) 678-2287;
http://www.memphis.edu/health/
 Memphis Crisis Center: (901) 274-7477; http://memphiscrisiscenter.org/
MEMPHIS STI/HIV RESOURCES:
 Packer STD/HIV Clinic: (901) 222-9385;
http://www.shelbycountytn.gov/index.aspx?NID=850
 Planned Parenthood Greater Memphis Region: (901) 725-1717;
http://www.plannedparenthood.org/planned-parenthood-memphis-tennessee
 Friends for Life Corporation: (901) 272-0855; http://www.friendsforlifecorp.org/
 Connect to Protect: (901) 595-5989; http://connect2protect.org/coalitions/memphis/
 Hope House: (901) 272-2702, ext. 206; http://www.hopehousememphis.org
 CHOICES: Memphis Center for Reproductive Health: (901) 274-3550;
http://memphischoices.org/medical-services/hiv-aids-services
 Memphis Gay and Lesbian Community Center: (901) 278-6422; http://mglcc.org/
 Le Bonheur Children’s Medical Center - Community HIV Network: (901) 287-4764;
http://www.lebonheur.org/kids-health-wellness/le-bonheur-in-thecommunity/community-hiv-network/
You can contact the study’s lead investigator, Mollie Anderson at 901.240.9720, or her mentor,
Dr. Idia Thurston at 901.678.4690, with any questions you have now or at a later date. Should
you wish to receive a summary of study findings at the end of this study, you may do so by
contacting us.
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By checking the box below, you are confirming that you are at least 18 years old and are
agreeing to be in this study. We will give you a copy of this consent form for your records and a
copy will also be kept with the study records.
CONSENT TO PARTICIPATE
I AM AT LEAST 18 YEARS OF AGE. I HAVE READ THE CONSENT FORM AND FULLY
UNDERSTAND IT. ALL OF MY QUESTIONS HAVE BEEN ANSWERED, AND I AGREE
TO PARTICIPATE IN THE STUDY.
☐ Yes

☐ No

___________________________
Date
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Appendix K
Future Contact Form: Consent for Follow-up Contact
We will contact you in one month for the follow-up assessment. If you are willing, can you please
provide us with your contact information so that we can reach you. Please indicate which email
address you would prefer to have your electronic $20 gift card emailed to after completion of the
follow-up assessment. You may indicate this by putting *** at the beginning of the email address.
We will keep all of this information private and this information will be destroyed one year after the
end of the study.
_____Yes, I do consent to be contacted at a later time
_____ No, I do not want to be contacted at a later time

________________
Date

Your Contact Information:
Name: ______________________________________________________________________
Home phone: ___________________________ Cell phone: ___________________________
Memphis Email Address: _______________________________________________________

Alternate Email Address: _______________________________________________________

Other ways to contact you:
_____________________________________________________________________________
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Appendix L
Subject ID - Example Personal ID Code Calculation Form
1) Please record the first letter of your own first name,
legal full name not your nickname (A–Z). For example,
if your first name is Robert, but you go by the nickname
Bobby, you should record the first letter as R.

_____

(1)

2) Please record the first letter of your own last name
(A–Z). For example, if your last name is Smith, you
should record the first letter as S.
3) Please record the last four digits of your phone
number. [Example: (901) 619-8234]

_____

S_____

(2)

8

2

3

4

(3)

(4)

(5)

(6)

_____ ____ ____ ____ ____ ____ ____ ____

4) Please record the last two digits of your zip code.
(Example: 38104)

0

4

_____ _____ ____ ______
(7)

5) Please record the day of your birth date. If the day of
your birth is only 1 digit long, please put a “0” in the
first space. For example, if you were born on February
9th, then you would enter a 0 and a 9. If you were born
on January 31st, then you would enter a 3 and a 1.
(Example: Feb 2nd)

______

R____

(8)

0

2

_____ _____ _____ _____
(9)

(10)

______ ______ ______ ______ ______ ______ ______ ______ ______

1

2

3

4

5

6

7

8

9

10

Please fill in the code above. It is 10-digits long and includes three letters at the beginning. Please check over
your calculations. Be sure to check your answer on the next page.
If you didn’t get the answer correct and need help, please raise your hand.

R__

__

1

S

8

2

3

4

0

4

0

2

3

4

5

6

7

8

9

2

__ _ __ _ __ __ __ __ __ __ __ __ __ __ __ __ __ __
10

Now it is time to use the worksheet to figure out your own personal identification number.
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HIV/STI 101 FIDELITY FORM
Facilitator Instructions: Please complete one form for each group
after the STD 101 session.

Location Name and Type:
Session Date:
Facilitator Name:
Start and End Time:

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Male

Female

Other
Gender

Total

Caucasian
African American
Latino
Asian
Other/Unidentified
Total
The four session activities below represent the core objectives for STD 101. For the
following activities listed below, please check a box to indicate if the activity was
“taught as suggested,” or “not taught.”
Discussed STD transmission, including the discussion of specific sex acts and
STD risk
 Covered the slides and moved on
 Taught as suggested
 Covered the slides and discussed
 Not taught
 Covered the slides, discussed, and
answered questions
Remarks (If not taught, or if only “covered the slides and moved on”, please
provide feedback as to why more attention was not given to this objective):
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Discussed STD treatment, including the importance of annual screening and
prompt treatment
 Covered the slides and moved on
 Taught as suggested
 Covered the slides and discussed
 Not taught
 Covered the slides, discussed, and
answered questions
Remarks (If not taught, or if only “covered the slides and moved on”, please
provide feedback as to why more attention was not given to this objective):

Discussed individual STDs, emphasizing that infected persons may not have
symptoms
 Covered the slides and moved on
 Taught as suggested
 Covered the slides and discussed
 Not taught
 Covered the slides, discussed, and
answered questions
Remarks (If not taught, or if only “covered the slides and moved on”, please
provide feedback as to why more attention was not given to this objective):
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Discussed STD prevention, with emphasis on the idea that simple methods work
for all STDs
 Covered the slides and moved on
 Taught as suggested
 Covered the slides and discussed
 Not taught
 Covered the slides, discussed, and
answered questions
Remarks (If not taught, or if only “covered the slides and moved on”, please
provide feedback as to why more attention was not given to this objective):

Additional Observations and Feedback
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Appendix N
Debriefing Form (Time 1)
Thank you for your initial participation in this research project. The purpose of our study is to better
understand sexual risk among college students and to provide students with information to help
them determine their risk. As such, the current study utilized a large number of questionnaires in
order to assess sexual behavior at various levels.
The information provided by these questionnaires will help us understand how past, current, and
future sexual experiences are related to each other. Remember, this is a two-part study. Therefore,
you will be asked to complete a follow-up online survey in four weeks. All of your questionnaire
responses will remain strictly confidential.
If you have any further questions regarding the nature of this study, or would like to request details
of the results of the study, please feel free to contact:
Graduate Researcher: Mollie Anderson (Mentor: Dr. Idia Thurston)
Psychology Building – Office 226
mbandrsn@memphis.edu
901.240.9720
In addition, if you are concerned about the study materials used or questions asked and wish to
speak with a professional, please contact one of the following resources:
University of Memphis Resources

Community Resources

Counseling Center (CCPC)
Wilder Tower, Room 214
(901) 678-2068

Shelby County Health Department
814 Jefferson Avenue
Memphis, TN 38105
(901) 544-7600

Psychological Services Center
Psychology Building, Room 126
400 Innovation Dr.
(901) 678-2147
The University of Memphis
Student Health Services
200 Hudson Health Center
(901) 678-2287

Memphis Sexual Assault Resource Center
1750 Madison Ave #102
Memphis, TN 38104
(901) 272-2020
Planned Parenthood
2430 Poplar Avenue #100
Memphis, TN 38112
(901) 725-1717
Friends for Life
43 North Cleveland Street
Memphis, TN 38104
(901) 272-0855
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Appendix O
LOCAL & NATIONAL RESOURCES FOR STIs & HIV
NATIONAL HIV RESOURCES
 AIDS.gov: http://aids.gov/
 Centers for Disease Control: http://www.cdc.gov/hiv/
 National HIV and STD Testing Resources: http://hivtest.cdc.gov/
 National STD/HIV Hotline: 1-800-232-4636
MEMPHIS AREA TESTING SITES & RESOURCES FOR STIs & HIV
 Arkansas Department of Health Northeast Public Health Region Crittenden County Health UnitWest Memphis: (870) 735-4334
901 N 7th St, West Memphis, AR 72301
 Cawthon STD/HIV Clinic: (901) 222-9876
1000 Haynes, Memphis, TN 38114
 CHOICES: Memphis Center for Reproductive Health: (901) 274-3550;
http://memphischoices.org/medical-services/hiv-aids-services
1726 Poplar Ave, Memphis, TN 38104
 Connect to Protect: (901) 595-5989; http://connect2protect.org/coalitions/memphis/
 Friends for Life Corporation: (901) 272-0855; http://www.friendsforlifecorp.org/
43 N Cleveland, Memphis, TN 38104
 Hope House: (901) 272-2702, ext. 206; http://www.hopehousememphis.org
 Le Bonheur Children’s’ Medical Center (Community HIV Network): (901) 287-4750;
http://hivtest.cdc.gov/Detail.aspx?id=105619
50 Peabody Place, Ste 400, Memphis, TN 38103
 Mississippi State Department of Health DeSoto County Health Department
o Southaven Clinic: (662) 393-2775
8705 Northwest Dr., Bldg A Ste 1, Southaven, MS 38671
o Olive Branch: (662) 895-3090
6569 Cockrum Rd, Bldg, A Ste 2, Olive Branch, MS 38654
 Packer STD/HIV Clinic: (901) 222-9385; http://www.shelbycountytn.gov/index.aspx?NID=850
814 Jefferson Ave, Room 221, Memphis, TN 38105
 Planned Parenthood Greater Memphis Region Memphis Health Center: (901) 725-1717
2430 Poplar Ave, Ste 100, Memphis, TN 38112
 Ryan White Program, Memphis: http://www.hivmemphis.org/index
 South Memphis Alliance: (901) 774-9582; http://hivtest.cdc.gov/Detail.aspx?id=110906
1048 S Bellevue Blvd, Memphis, TN 38106
MEMPHIS RESOURCES FOR LGBT
 Memphis Gay and Lesbian Community Center: (901) 278-6422; http://mglcc.org/
892 S Cooper St, Memphis, TN 38104
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Appendix P
Debriefing Form (Time 2)

Thank you for your participation in this research project. The purpose of our study was
to better understand sexual risk among college students and to provide students with
information to help them determine their risk. Specifically, we were examining the
potential benefits of having college students participate in the Condom Carnival. The
Condom Carnival is a new, 1-hour, interactive sexual-risk reduction group intervention
run by college-aged peers. The purpose of this study was to examine how the Condom
Carnival works compared to an HIV/STI 101 education class and an established
HIV/STI intervention called VOICES/VOCES. You were randomized to one of those
intervention groups.
The current study used a large number of questionnaires to assess a wide range of
factors that may be related to sexual behavior, including HIV-related knowledge,
condom use and attitudes, and STI/HIV testing history. We appreciate your taking the
time to complete these questionnaires. The information provided will help us to
understand how past, current, and future sexual experiences are related to condom use
and sexual risk. In doing so, we will better be able to understand sexual risk among
college students. Sexual health research is so important in college students because there
is a high rate of sexual risk-taking that occurs in this population. Sexual risk-taking can
have very serious personal and social consequences, such as becoming pregnant by
mistake and catching STIs, including HIV. The information that you have provided as
part of your participation in this study may contribute to the continued development of
interventions to help college students lead healthy sexual lives.
As a reminder, all of your questionnaire responses will remain strictly confidential. If
you have any further questions regarding the nature of this study, or would like to
request details of the results of the study, please feel free to contact one of the following:
Graduate Researcher: Mollie Anderson (Mentor: Dr. Idia Thurston)
Psychology Building – Office 226
mbandrsn@memphis.edu
901.240.9720
University of Memphis Resources

Community Resources

Counseling Center (CCPC)
Wilder Tower, Room 214
(901) 678-2068

Shelby County Health Department
814 Jefferson Avenue, Memphis, TN 38105
(901) 544-7600

Psychological Services Center
Psychology Building, Room 126
400 Innovation Dr.
(901) 678-2147

Memphis Sexual Assault Resource Center
1750 Madison Ave #102, Memphis, TN 38104
(901) 272-2020

The University of Memphis
Student Health Services
200 Hudson Health Center
(901) 678-2287

Planned Parenthood
2430 Poplar Avenue #100, Memphis, TN 38112
(901) 725-1717
Friends for Life
43 North Cleveland Street
Memphis, TN 38104
(901) 272-0855
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Hello,
The University of Memphis Institutional Review Board, FWA00006815, has reviewed
and approved your submission in accordance with all applicable statuses and regulations
as well as ethical principles.
PI NAME: Mollie Anderson
CO-PI: Idia B. Thurston, Theresa M. Okwumabua
PROJECT TITLE: College Students’ Behaviors: Let’s Talk about Sex
FACULTY ADVISOR NAME (if applicable): Idia Thurston
IRB ID: #3764
APPROVAL DATE: 09/04/2015
EXPIRATION DATE: 06/12/2016
LEVEL OF REVIEW: Expedited Modification
Please Note: Modifications do not extend the expiration of the original approval
Approval of this project is given with the following obligations:
1. If this IRB approval has an expiration date, an approved renewal must be in
effect to continue the project prior to that date. If approval is not obtained, the
human consent form(s) and recruiting material(s) are no longer valid and any
research activities involving human subjects must stop.
2. When the project is finished or terminated, a completion form must be completed
and sent to the board.
3. No change may be made in the approved protocol without prior board approval,
whether the approved protocol was reviewed at the Exempt, Expedited or Full
Board level.
4. Exempt approval are considered to have no expiration date and no further review
is necessary unless the protocol needs modification.
Approval of this project is given with the following special obligations:
Thank you,
James P. Whelan, Ph.D.
Institutional Review Board Chair
The University of Memphis.
Note: Review outcomes will be communicated to the email address on file. This email
should be considered an official communication from the UM IRB. Consent Forms are
no longer being stamped as well. Please contact the IRB at IRB@memphis.edu if a
letter on IRB letterhead is required.
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